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While  engaged  in  assisting  Professor  Gairdner  in  conducting 
bis  Clinical  Classes  at  the  Glasgow  Eoyal  Infirmary,  and  also 
in  my  own  work  at  the  Western  Infirmary  here,  the  want  has 
often  been  felt  of  some  volume  to  which  students  might  be  re- 
ferred for  assistance  in  the  study  and  reporting  of  medical  cases. 
The  methods  of  case-taking  sketched  out  by  various  teachers 
are  no  doubt  useful  in  their  way;  but  they  do  not  give  the 
amount  or  the  kind  of  assistance  really  required  in  the  investi- 
gation of  a difficult  case. 

It  is  common  to  find  that  at  the  bedside  of  a patient  the 
observer  fails  to  apply  the  knowledge  he  actually  possesses  • it 
does  not  occur  to  him  to  follow  up  the  inquiry  by  the  necesslry 
methods;  although  he  may  be  perfectly  fiimiliar  with  them,  he 
may  not  think  of  them  at  the  time,  or  at  least  he  may  fail  to 
lecognise  their  importance  for  the  case  on  hand. 

This  Manual,  however,  does  not  aim  at  supplying  any  easy 
and  certam  method  of  making  a diagnosis.  It  would  be  strancre 
indeed,  if  any  book  could  teach  a student  to  do  that  which  the 
most  accomplished  physician  is  often  unable  to  complete  to  his 
own  satisfaction.  But  one  well-trained  in  clinical  observation. 

It  unable  to  make  a diagnosis,  can  at  least  examine  his  patient 
thoroughly,  and  it  is  in  this  respect  that  he  has  an  immense 
advantage  : the  case  is  thus  put  in  a fiiir  way  for  a diagnosis 
wliene\er  this  becomes  possible. 

It  seemed  quite  within  the  scope  of  a book  to  give  some 
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assistance  in  this  clinical  study  of  the  signs  and  symptoms  of 
disease,  by  supplying  carefully  selected  data  in  a condensed 
form,  by  submitting  accurate  methods  of  investigation,  by 
pointing  out  probable  fallacies,  and  by  directing  attention  to 
collateral  inquiries  or  issues  which  might  otherwise  be  readily 
overlooked  by  the  inexperienced. 

If  some  such  assistance  could  be  given,  within  one  volume  of 
convenient  size,  it  seemed  also  that  our  teaching  at  the  bedside 
night  be  relieved  of  an  enormous  mass  of  detail,  which  is  aj)t 
at  present  to  interfere  with  the  higher  forms  of  clinical  instnic- 
tion  and  research ; the  importance  of  these  elementai’y  details 
is  so  great  that  they  cannot  be  omitted,  or  neglected  in  any 
way,  in  the  teaching  of  large  numbers,  without  disastrous 
results. 

In  attempting  to  produce  such  a volume  as  is  here  indicated, 
it  was  found  expedient  to  apply  to  several  contributors.  Dr. 
Samson  Gemmell  has  written  the  portion  dealing  with  Phj'sical 
Diagnosis : from  his  official  position  he  was  able  to  make  free 
use  of  Professor  Gairdner’s  lectures  and  teaching  on  this  subject ; 
he  has,  lilcewise,  prepared  a short  section  on  the  Sphygmogra])!!, 
to  which  instrument  he  has  devoted  some  special  attention.  In 
making  arrangements  for  that  part  of  the  work  which  involved 
the  detailed  discussion  of  the  symptoms  of  disease  in  the  various 
Systems,  it  soon  became  evident  to  the  Editor  that  it  would  be 
very  desirable  to  obtain  the  assistance  of  experts  in  Sjiecial 
departments,  if  the  best  results  were  to  be  aimed  at.  Professor 
Stephenson,  accordingly,  agreed  to  deal  Avith  the  important 
department  of  Female  Disorders;  and  Dr.  Joseph  Coats  under- 
took the  section  on  Laryngosco])y  and  Diseases  of  the  Throat. 
With  the  development  of  the  Avork  it  seemed  desirable  to  add  a 
chapter  on  Insanity,  on  account  of  the  gi’OAving  importance  noAv 
attached  to  this  branch  of  medicine,  and  also  on  account  of  the 
need  Avhich  students  feel  of  some  guide  in  ajiproaching  cases  of 
mental  derangement ; this  portion  of  the  book  has  been  furnished 
by  Dr.  Alexander  Eobertson.  But  in  the  special  sections  of 
this  AA’ork,  thus  committed  to  difierent  hands,  the  Avriters  kindly 
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agreed  to  keep  steadily  in  view  the  relation  of  the  departments 
undertaken  by  them  to  the  general  scheme  of  the  book ; and 
so  to  keep  the  description  of  mere  details  in  subordination 
to  those  aspects  of  disease  important  in  an  ordinary  physician’s 
practice : indeed  the  space  available  for  these  subjects  forbade 
any  attempt  to  deal  with  them  in  full  detail.  Certain  parts  of 
the  clinical  investigation  were  likely  to  be  neglected  in  the  plan 
of  such  a book,  if  a more  general  view  of  the  aspect  and  physiog- 
nomony  of  the  patient  were  not  also  supplied  : to  meet  this 
want  an  introductory  chapter  on  the  Physiognomy  of  Disease  has 
been  furnished  by  Professor  Gairdner,  who  has  throughout  given 
much  assistance  in  the  rest  of  the  work.  A concluding  chapter 
on  the  Method  of  performing  Post-mortem  Examinations  has 
been  added  by  Dr.  Joseph  Coats  : imperfect  methods  of  examin- 
mg  the  body  after  death  often  lead  to  the  practical  loss  of  most 
important  and  laborious  clinical  investigations. 

No  attemjit  has  been  made  to  follow  out  any  very  strict 
nosological  plan  or  classification  of  subjects.  The  guiding 
considerations  have  always  been  convenience  and  utility.  The 
limitations  of  space  forbade  any  attempt  to  deal  with  the  treat- 
ment of  disease,  although  occasional  allusions  are  to  be  found 
to  the  effect  of  remedies.  When  the  nature  of  a case  has  been 
thoroughly  mastered,  so  as  to  afford  a trustworthy  guidance  to 
Its  position  in  respect  of  a true  diagnosis,  the  whole  literature 
of  medicine  is  laid  open  for  our  assistance  in  the  treatment. 

jMany  portions  of  this  book  are  adapted  more  for  reference 
than  for  reading  in  a continuous  manner ; but  others,  it  will 
be  easily  seen,  can  be  read  best  in  sequence.  Some  subjects 
are  dealt  with  more  fully  than  others:  this  has  been  deter- 
rnined,  m large  measure,  by  considering  what  were  the  parts 
of  the  clinical  inquiry  in  which  the  student  required  most 
assistance,  or  in  which  his  present  books  seemed  defective  for 
clinical  purposes. 

Some  references  have  been  given  at  the  openings  of  most 
o t e chapters  for  the  benefit  of  beginners,  who  might  not 
know  the  names  of  special  treatises  dealing  with  the  various 
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subjects  in  detail.  To  prevent  repetition  of  the  titles,  a list  of 
these  is  given  separately  after  the  table  of  Contents.  It  has 
not  been  thought  desirable,  as  a rule,  to  cite  authorities  for  the 
statements  in  the  text.  Numerous  references  to  foi’eign  books 
and  to  periodical  literature  would  have  been  i-equired  in  doing 
so,  and  it  was  feared  that  these  would  only  confuse  many 
readers.  Occasionally  a name  has  been  introduced,  in  special 
circumstances,  for  the  sake  of  clearness,  and  to  avoid  any  mis- 
takes which  might  arise  from  such  an  omission.  In  the  ab- 
sence of  such  citations,  care  has  been  taken,  in  the  sections 
dealing  with  subjects  on  the  borderland  of  medicine,  to  have 
them  revised  by  those  familiar  with  these  departments.  Various 
friends  have  kindly  done  this,  and  their  names  are  omitted  hei’c 
simply  to  avoid  attaching  a responsibility  to  them  which  mere 
revision  in  this  way  scarcely  imposes. 

In  the  illustrations  the  aim  has  been  to  supply  those  which 
the  student  is  likely  to  feel  the  want  of  in  his  actual  bedside 
investigations.  To  keep  the  volume  from  being  too  expensive, 
no  attempt  has  been  made  to  illustrate  those  subjects  which 
require  colour  for  their  proper  representation  : it  was  thought 
better  to  omit  such  altogether.  Instruments  have  likewise  been 
omitted  ; the  I’eader  is  supposed  to  be  engaged  in  using  those 
refei’red  to.  The  illustrations  are  partly  new  and  partly  bor- 
rowed from  recognised  authorities.  In  i)articular,  acknowledg- 
ment must  be  made  of  those  obtained  by  the  Publishers  from 
the  valuable  work  of  Dr.  Gee,  and  from  the  well-known  book 
of  my  friend  Dr.  Wm.  Roberts.  Several  have  also  been  copied 
from  Dr.  Gairdner’s  Clinical  Medicine.  A list,  with  details  of 
the  sources  of  the  illustrations,  is  given  elsewhei'e.  Dr.  John 
Wilson  (whose  illustrations  of  the  cutaneous  parasites  are 
already  well-known  to  the  profession)  has  siqiplied  several  new 
microscopic  drawings  of  great  value. 


351  Bath  Crescent,  Glasgow, 
Atiffust,  1878. 
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CLINICAL  MANUAL  FOR  THE  STUDY 
OF  MEDICAL  CASES. 

CHAPTER  I. 

THE  PHYSIOGNOMY  OF  DISEASE. 

FN  examining  for  medical  purposes  a patient  affected  with 
some  bodily  disease,  it  is  of  importance  for  the  inquirer  to 
have  before  his  mind  from  tlie  first  the  nature  and  the  scope  of 
the  inquiiy  proposed,  and  not  to  be  misled  by  any  of  the  merely 
conventional  phrases  or  forms  of  thought  under  which  plausible 
fallacies  and  rash  generalisations  are  so  prone  to  hide  themselves. 
This  remark  applies  with  peculiar  force  to  the  investigation  of 
the  more  external  or  physiognomic  characters  of  disease,  because 
it  is  in  dealing  with  these  that  the  physician  is  under  the 
strongest  temptations  to  appear  wise  at  all  hazards,  and  thus  to 
formulate  his  knowledge  (or  his  ignorance)  under  terms  which 
may  or  may  not  be  correct  as  regards  the  individual  case  before 
him,  but  of  which  he  would  find  the  exact  definition  extremely 
difficult,  or  impossible.  Thus,  it  is  very  easy  in  a particular 
case  to  pronounce  the  patient  “ of  a phthisical  aspect,”  or  “ of  a 
gouty  habit,”  or  “strumous,”  or  of  a rheumatic  or  other 
“ diathesis,  ’ or  to  say  that  he  has  a well-marked  “ malignant,” 
or  “ cancerous  cachexy  ” ; and  any  one  of  these  expressions 
may,  in  the  particular  case,  indicate  something  that  is  really 
true,  while,  nevertheless,  the  expression  itself  is  altogether 
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objectionable,  and  devoid  both  of  real  accuracy  and  scientific 
value.  What  the  clinical  observer  has  to  do  is  not  to  grasp  at 
a hasty  genex-alisation,  but  to  note  details  of  positive  fact,  and 
out  of  these  to  evolve  the  elements  of  a sure  diagnosis.  The 
statement  that  the  patient  has  some  peculiar  and  specific  con- 
stitutional morbid  tendency  or  bias  is  not,  in  any  case,  the 
statement  of  a fact,  but  of  an  opinion,  and  sometimes  of  a very 
insecure  and  fanciful  opinion.  Such  a statement,  therefore, 
should  never  be  found  among  the  preliminaries,  probably,  in- 
deed, rarely  even  in  the  more  advanced  stages,  of  an  hospital 
report ; inasmuch  as  even  when  true  in  fact,  it  is  an  inference 
based  upon  many,  and  much  simpler,  facts  which  ought  to  have 
been  separately  noted.  ■ The  same  principle  holds,  perhaps  still 
more  strongly,  as  regards  the  so-called  “ tempei'aments  ” — san- 
guine, bilious,  nervous,  <fcc.,nnd  all  their  more  comjdex  vai'ieties. 
Without  discussing  here  at  all  the  amount  of  truth,  or  of  reality, 
underlying  these  expressions,  it  may  be  certainly  affirmed  that 
theii-  I’elation  to  particular  diseases  is  almost  wholly  illusoiy; 
and  therefore  the  statements  in  which  the  dements  of  a 
diagnosis,  so  to  speak,  are  concerned,  should  be  as  simjde  and 
precise  as  possible,  and  should  certainly  not  involve  any  general 
doctrine  or  theory  of  the  disease  or  of  its  causes. 

Nevertheless,  it  is  quite  true  that  diseases,  considered  as  dis- 
turbances of  the  physiological  course  of  a healthy  life,  are  often 
mai-ked  by  incidents  which  leave  indelible  traces  not  only  in  the 
history,  but  on  the  physical  structure  of  the  body;  and  it  is  the 
study  of  these,  properly  speaking,  which  aftbrds  to  the  well-in- 
formed ])hysician  almost  the  whole  basis  of  objective  fact  out  of 
which  a morbid  tendency,  or  diathesis,  can  be  infeiTed  with  a 
fair  amount  of  probability.  In  other  words,  diathesis,  as  a 
study  of  facts  in  an  individual  case,  is  an  inference  either  from 
previous  facts  in  the  history  indicating  deranged  physiological 
function,  or  from  manifest  structural  changes,  the  X’esult  of 
these;  whereby  we  are  enabled  to  establish,  but  only  as  a jire- 
sumption  founded  with  more  or  less  probability  on  the  evidence, 
the  existence  of  a tendency  to  similar  changes,  or  changes  of 
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some  allied  order,  in  the  futui-e.  In  other  words,  the  proof  of 
diathesis  is  essentially  the  proof  of  disease;  but,  it  may  well  be, 
.disease  in  its  earliest  manifestations  and  least  notable  forms. 

There  is  a whole  group  of  diseases,  for  example,  which  affect 
-the  human  body  chiefly  or  exclusively  during  its  period  of 
growth,  whether  of  early  infancy  or  of  adolescence ; and  another 
group,  the  first  approaches  of  which  are  usually  observed  only 
along  with,  or  succeeding,  the  physiological  signs  of  senile  decay. 
As  regards  the  latter  group,  it  may  be  said  with  truth  that 
physiology  and  pathology  are  inextricably  intermingled.  A 
too  early  arcus  senilis,  or  the  premature  development  of  “ crow’s 
feet  ” at  the  outer  margins  of  the  eyelids,  wrinkles  in  the  skin 
of  the  fiice,  diminished  sensibility  of  the  retina,  or  early  presby- 
opia; still  more,  the  well-known  changes  in  the  arteries,  twist- 
ing or  rigidity  of  the  radials,  &c. ; falling  or  greyness  of  the 
hair,  diminution  or  loss  of  sexual  activity,  and  cessation  of  the 
catamenia  in  women ; all  of  these  (and  yet  perhaps  none  of  them 
singly  and  unsupported  by  the  others)  may  be  appealed  to  as 
evidence  of  a liability  to  diseases  of  the  senile  group  generally  ; 
and,  if  further  corroborated  by  slight  manifestations  of  actual 
Klisease,  or  of  organic  changes  the  result  of  disease,  may  form 
considerable  elements  in  the  diagnosis  of  a diathesis,  as  for  ex- 
ample, a tendency  to  hiemorrhagic  apoplexy.  Or  again,  certain 
transverse  markings  upon  the  teeth  (quite  distinct  in  chai-acter 
from  those  to  be  afterwards  noticed  as  syphilitic);  curvatures,  or 
other  alterations  in  the  form  of  the  long  bones,  and  a certain  well- 
known  conformation  of  the  thorax,  may  indicate  with  the  utmost 
precision  disorders  proper  to  the  period  of  the  first  or  of  the  second 
dentition,  when  ricketty  distortion,  with  or  without  bronchitis 
and  other  severe  but  not  permanent  conditions  of  disease  inter- 
fering with  the  free  expansion  of  the  lungs,  may  have  left  an 
impress  upon  the  bony  skeleton.  So,  too,  it  may  be  remarked 
that  the  presence  or  absence  of  traces  of  past  disease  of  the  bones 
and  joints,  or  of  glandular  enlargements  and  cicatrices  in  the 
neck,  or  of  spinal  disease,  may,  together  with  a certain  confor- 
mation of  chest,  or  indeed  of  the  body  generally,  form  part  of  a 
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chain  of  circumstantial  evidence,  as  it  were,  tending  to  prove, 
or  to  disj)rove,  a liability  to  tubercular  disease  of  the  lungs.  But 
what  has  chiefly  to  be  rooted  out  of  the  mind  of  the  ill-iiiformed, 
or  imperfectly  trained,  clinical  student  is  the  im^jression  that 
such  conclusions  are  to  be  safely  reached  tlu’ough  mere  phrases 
appealing  lai’gely  to  the  imagination  without  minute  and  careful 
study  of  details.  The  jjopular,  and  to  a certain  extent  the  half- 
educated  medical  mind,  is  always  looking  for  a pathognomonic 
sign,  or  a broad,  striking,  easy  generalisation  from  a few  facts; 
whereas  it  is  only  by  ripened  experience  that  we  come  to  know 
gradually  the  real  value  of  common  and  obvious,  still  more,  of 
uncommon  and  not  obvious,  facts  lohm  seen  in  combination,  so 
as  to  form  conjointly  a basis  for  large  inferences.  Such  a 
diagnosis,  however,  is  often  the  result  of  the  careful  study  of 
the  ^physiognomic  characteristics  of  individual  patients. 

In  beginning  the  study  of  this  subject,  it  is  impossible  to 
overlook  the  importance  of  the  weight  and  size  of  the  body  as  a 
test  of  its  physiological  condition.  Many  diseases,  pei’ha2)s 
indeed  all  diseases  attended  by  fever,  and  many  or  most  of 
the  oi-ganic  diseases  of  the  viscera,  whether  febrile  or  not,  are 
characteristically  marked  by  a loss  of  weiglit,  which  often  bears 
some  sort  of  I’elation  to  the  jnogi’ess  of  the  disease,  especially  in 
cases  that  end  fatally.  This  tendency  is  the  jAysical  exj)ression 
of  a derangement  of  the  entire  textural  nutrition  of  the  body, 
which,  as  a rule,  becomes  apparent  externally,  in  the  first 
instance,  through  the  gradual  wasting  of  the  stores  of  fatty 
material  in  the  subcutaneous  layei’s  and  in  the  interstices  of 
the  muscles,  omenta,  orbits,  &c. ; but  which  really  carries  as  an 
Tiltimate  result  the  wasting  of  every  texture  in  the  body — the 
bones,  the  fibrous  tissues,  and  the  nervous  centres  being  (accord- 
ing to  Chossat)  the  last  to  become  aj^in-eciably  altered  in  weight; 
the  brain,  indeed,  almost  inappreciably,  even  in  an  animal 
starved  to  death.  But  in  morbid  inanition  (as  opposed  to  this 
l)hysiological  kind)  there  is  usually  not  only  deficient,  but 
altered,  tissue-formation;  so  much  so,  that  while  fat  disajjpears 
from  all  the  usual  situations  in  which  it  is  normally  stored  up, 
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fatty  or  oleo-albuminous  molecules  are  foi-med  in  the  microscopic 
elements  of  the  wasting  textures  generally,  and  chemical  pro- 
ducts, also,  of  decomposition  of  the  nitrogenous  tissues  are 
found  in  excess  in  the  blood,  muscles,  and  glandular  viscera. 
And  this  may  take  place  (as  in  diabetes  mellitus),  when  large 
quantities  of  actual  nutritious  matter  of  various  kinds  are 
passed  thi’ough  the  organs  of  assimilation,  and  are  even  digested 
and  assimilated,  up  to  a certain  point,  with  preteimatural 
activity.  In  such  cases  it  has  been  said,  with  a certain  amount 
of  truth,  that  the  body  becomes  atitophagotis,  or  self-devouring : 
the  muscles  feed  upon  the  integumentary  tissues,  the  brain  and 
nerves  upon  the  muscles ; the  new  nourishment  conveyed  into  the 
system,  if  any,  being  wasted  and  rapidly  excreted,  along  with  the 
effete  matter  of  the  wasting  tissues.  This  state  of  morbid  emacia- 
tion is  most  easily  recognised  in  the  living  patient  by  gradual  loss 
of  weight,  as  well  as  by  the  external  charactei’s  of  shrinking 
and  shrivelling  of  the  soft  tissues,  in  the  order  indicated  above 
as  a general  rule.  But  loss  of  weight,  as  a personal  and  indi- 
vidual fact,  can  be  exactly  established  only  by  repeated  weigh- 
ings of  the  same  patient  at  intervals;  and  in  hosiutal  wards 
this  ought  to  be  done  on  admission,  and  afterwards  every  week 
or  two,  so  as  to  obtain  an  accurate  view  of  the  progress  of  the 
case.  In  private  practice,  among  men  of  the  well-to-do  classes, 
it  is  quite  common,  nowadays,  to  find  that  the  habitual  or 
physiological  weight  of  the  individual,  and  even  the  amount  of 
variation  in  it  in  the  midst  of  apparent  good  health,  are  well 
enough  knowm  to  patients  themselves,  from  actual  weighings 
more  or  less  frequently  repeated ; and  by  availing  ourselves  of 
these  spontaneously  provided  data  we  are  often  able  to  form  a 
toleiably  clear  conception  of  the  morbid  changes  present  at  the 
time  of  first  seeing  the  patient.  But  in  other  cases  no  such 
data  exist;  and  the  “personal  equation,”  so  to  speak,  of  weight 
has  to  be  adjusted  for  the  individual  from  more  general  state- 
ments, or  fi'om  actual  obseiwations  founded  on  averages.  But 
this  is  by  no  means  easy ; for  the  limits  of  variation  in  weight 
consistent  with  health,  even  in  the  same  individual,  have  yet 
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to  be  determined;  and  the  extreme  limits  of  difference  in  .“v 
number  of  individuals  of  like  stature  are  notoriously  so  wide, 
even  under  strictly  physiological  conditions,  as  to  render  all 
averages  inapplicable  to  the  extremes.  A vast  series  of  obser- 
vations by  Dr.  Hutchinson  is,  from  this  cause,  of  com2)aratively 
small  value  to  the  clinical  observer  as  furnishing  a standard  of 
health,  it  being  necessary  to  allow  for  great  variations  in  both 
directions  from  the  mean  weight  corresponding  to  stature ; but 
j)erhaj>3  the  following  condensed  summary  may  be  adopted  a.s 
an  ap2>roximation  to  the  actual  truth  ; — 

A man  of  5 feet  should  weigh  from  8 to  9 stone. 


ft 

5 ft.  3 in. 

„ 9 M 10  „ 

y y 

5 ft.  C in. 

„ 10  „ 11  ,. 

yy 

5 ft.  9 ill. 

11  „ 12i  „ 

yy 

(5  ft. 

M 12  „ 14  „ 

These  numbers 

(as  already  stated)  are  not  to  be  taken  a.s 

being  more  than  ap]>roximations  to  a normal  standard  of  rela- 
tion, subject  to  considerable  latitude  of  interpretation  in  both 
directions.  In  applying  them  to  an  individual  case  it  will  be 
well  to  ascertain,  as  far  as  possible,  the  life-history  of  the 
patient  in  respect  of  height  and  weight  proportion,  if  not  in  ex- 
act figures,  at  least  in  such  terms  as  may  be  conventionally  well 
enough  understood  for  practical  purposes.  Supposing,  for  ex- 
ample, that  the  patient  is  a well-grown  man,  verging  towards 
the  “ sere  and  yellow  leaf,”  and  in  advancing  age  evidently 

tending  to  accumulate  fat  in  the  abdominal  wall  and  elsewhere, 

Was  he  always  “stout”  (in  the  sense  of  his  present  condition)/ 
or  was  he,  ns  a youth,  “thin,”  or  “slender,”  or  “wiry,”  or  “a 
light  weight”  ] All  of  these  are  expressions  well  understood  by 
most  men  as  conveying  easily-appreciable  relations  of  bodily 
conformation,  and  the  last  of  them  might  even  lead  to  more  exact 
statements  tending  to  determine  the  jmecise  time  of  life  when 
the  sense  of  an  increasing  bui’den  of  flesh  became  manifest  as  a 
subjective  fact.  In  the  growing  period  of  the  body  it  is  quite 
common  to  say  of  persons  of  slender  habit,  that  they  “ shot  up 
very  fast,  i.e.,  that  the  increase  in  height  did  not  carry  corres- 
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ponding  breadth  along  with  it  in  boyhood  ; and  this  expression, 
or  something  like  it,  is  often  used  by  mothers  as  indicating  a 
fear  or  misgiving  that  the  phthisical  tendency,  either  as  a dia- 
thesis, or  even  as  an  actual  disease,  may  have  existed  or  been 
manifested  at  an  early  period  of  life.  “ Wiiy,”  again,  is  gene- 
rally open  to  a different  interpretation ; it  corresponds,  in  a 
man,  to  what  in  a woman  would  be  called  (but  not,  of  com-se, 
by  herself  or  her  friends)  “ scraggy,”  or  “ raw-boned  ” ; viz.,  a 
physical  conformation  in  which  bone  and  muscle  predominate, 
and  the  "whole  organisation  indicates  a robust  and  active  rather 
than  a graceful  or  refined  personal  presence ; but,  nevertheless, 
a bodily  organisation  perfectly  sound  in  essentials,  and  eminently 
fit,  from  its  very  hardness  and  angularity,  to  do  rough  work  in 
the  battle  of  life.  “ Thin,”  or  “ slender,”  in  a man,  perhaps 
conveys  the  trace  of  an  imputation  of  physical  infeidority,  or, 
on  the  other  hand,  these  expressions  may  be  perfectly  indifferent 
as  regards  previous  health  or  disease.  The  physical  opposites 
of  these  bodily  states,  within  the  limits  of  health,  are  usually 
conveyed  by  the  expressions  “ lusty,”  or  “ stout,”  or  “ in  good 
condition,”  and  a little  good-humoured  allusion,  half  in  joke, 
will  often  elicit  most  important  facts  for  the  physician ; indeed, 
beginners  would  do  well  to  study  the  facetious  vocabulary  of 
Prince  Hal,  as  applied  to  that  great  impersonation  of  vigorous 
and  humorous  rotundity — Falstafi',  in  the  pages  of  Shakespere.^ 
In  women,  and  especially  in  those  who  have  still  reason  to  be 
careful  about  appearances,  it  is  necessary  to  take  care  not  to 
give  offence  by  a too  abrupt  or  coarsely- worded  question;  but 
with  a little  tact  there  is  no  real  difficulty  in  getting  at  the 

*“King  Henry  IV,”  Part  I. — The  converse  of  the  character  of  that 
lusty  knight,  who  might  be  supposed  to  be  the  original  of  the  proverb, 
“ Laugh  and  grow  fat,”  will  be  found  in  Caesar’s  remark  on  Cassius 
as  a probable  conspirator,  and  “dangerous,”  on  account  of  his  “lean 
and  hungry  look,”  his  much  thought  and  reading ; his  keen  penetra- 
tion “quite  through  the  deeds  of  men;”  and  his  contempt  of  personal 
gratification  and  amusement.  A perfect  type  of  what  would  be  styled 
in  old  medical  language  the  “bilious,”  or  rather  “ atrabilious,”  or  “ melan- 
cholic temperament.”— See  “Julius  Cajsar,”  Act  I.,  Scene  2. 


8 


THE  PHYSIOGNOMY  OF  DISEASE. 


facts  in  a round-about  way,  and  even  without  using  the  sickly 
French  slang  of  “embonpoint,”  which  is  supposed  by  some  to 
be  specially  polite  language  as  applied  to  ladies  of  a somewhat 
too  large  and  substantial  But  in  all  these  inquu’ies 

and  observations  it  is  to  be  remarked  that  the  expei'ience  of 
years,  and  the  critical  appreciation  of  the  human  form  under  a 
great  variety  of  conditions,  normal  and  abnormal,  gives  to  the 
physician  in  many  cases  a power  akin  to  that  of  the  artist,  in- 
communicable by  words ; an  instinct  of  divination,  so  to  speak, 
by  which  the  true  character  and  the  history  of  the  organism 
may  be  read  in  the  external  features  and  physical  characteristics; 
and  this,  not  only  as  to  health  and  disease,  but  as  to  all  the 
leading  elements  of  character. 

There  is  one  remark  that  will  not,  perhaps,  quite  readily 
occur  to  the  superficial  observer,  but  which  is,  nevertheless,  of  the 
widest  possible  application  to  the  subject  of  body-weight,  and  of 
the  greatest  significance  in  respect  to  the  physiognomy  of 
disease.  It  is  natural,  perhaps  inevitable,  to  think  of  gi-eat  and 
small  body-weight  as  being  really  opposed  or  contrasted  con- 
ditions, just  as  we  think  of  giants  and  dwarfs  as  ojoposed  or  con- 
trasted in  respect  of  stature  and  general  bulk.  But  this  is  a 
false,  or  at  least  a misleading  analogy;  for  while  a son  of  Anak 
may  be  in  every  way  as  healthy  and  as  well  proportioned  as  a 
General  Tom  Thumb,  it  is  imj)ossible  to  look  upon  excessive 
any  more  than  defective  body-weight,  'per  se,  as  a mere  question 
of  hig  or  little.  IJp  to  a certain  point,  indeed,  and  within  the 
limits  of  strict  physiological  health,  the  increase  of  bulk  may 
be  a mere  question  of  degree ; e.g.,  a man  of  medium  stature 
may  be  140  lbs.  in  weight,  or  he  may  be  180,  or  even,  i^erhaps, 
200  lbs.;  if  ihe  proportion  of  all  the  more  important  or  essential 
bodily  parts  is  fiiirly  preserved,  e.g.,  of  the  muscles  and  ligaments 
to  the  bones,  of  the  Auscera  of  the  chest  and  abdomen  to  the 
external  structure,  and  of  the  cavities  to  the  viscera,  there  will 
not  be  necessarily,  at  least,  any  appreciable  impairment  of 
function,  or  any  disease.  But  the  tendency  of  extremes  in  both 
directions  is  very  apt  to  be  towards  impaired  function,  and 
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therefore  towards  actual  or  proximate  structural  disease.  And 
in  the  case  of  excessive  corpulence,  still  more  than  that  of 
excessive  emaciation,  it  may  be  said  that  the  morbid  tendency, 
once  implanted,  is  apt  to  be  progressive;  the  functions  and 
structures  that  ai-e  oppressed  by  the  abnormal  growth  of  fatty 
tissue  being  thereby  permanently,  though  very  gradually,  altered, 
so  that  most  of  the  tissues  visibly  degenerate,  and  what  seems 
at  first  sight  to  be  an  hypertrophy  of  the  bodily  frame  becomes, 
in  a most  genuine  and  physiological  sense,  a true  atrophy  of 
some  of  the  most  important  and  vital  parts  of  it.  Thus,  fatty 
atrophy  of  the  heart,  of  the  secreting  cells  of  the  liver  and 
kidney,  and  of  other  important  organs  and  parts,  is  extremely 
common  in  cases  of  excessive  corpulence ; and  the  blood  itself, 
there  is  strong  reason  to  think,  undergoes  in  such  cases  a kind 
of  relative  atrophy,  both  its  amount  and  its  nutritious  quality 
being  more  or  less  impaired.  Hence  the  old  and  probably  cor- 
rect observation  derived  from  the  days  of  large  blood-lettings, 
that  stout  subjects  (in  the  sense  of  corpulent)  do  not  bear  loss 
of  blood  nearly  so  well  as  those  of  more  slender  bodily  constitu- 
tion. It  is  also  notorious  that  such  subjects  often  succumb 
much  more  readily  to  fevers  and  other  exhausting  diseases  than 
those  of  “wiry”  frame,  or  even  those  who,  from  defectively 
slender  development,  may  have  appeared  to  be  of  a much  inferior 
physique.  It  is  not  at  all  clear,  therefore,  that  any  amount  of 
external  fat  beyond  a fair  average  is,  physiologically  speaking, 
advantageous  to  the  possessor.  And  it  is  just  at  the  period  of 
life  when  the  first  traces  of  senile  decay  begin,  that  the  embar- 
rassment caused  by  an  excess  of  rotundity  is  most  apt  to  tell 
upon  the  constitution.  Generally  speaking,  a moderate  accumu- 
lation of  fat  up  to  the  age  of  40,  or  even  45,  is  wholesome  rather 
than  otherwise;  and  if  associated  with  a broad  chest,  well- 
developed  and  active  muscles,  an  energetic  character,  and  a 
healthy  respii-ation  and  circulation,  will  tend  to  long  life,  even 
if  the  digestion  should  be,  as  often  happens,  rather  feeble.  But 
increase  of  fat  to  a notable  degree  beyond  the  middle  term  of 
life  is  always  to  be  regai'ded  with  suspicion,  as  implying  a jiro- 


10 


THE  PHYSIOGNOMY  OF  DISEASE. 


bability  of  vital  and  dynamic  conditions  of  nutrition  tending  to 
precipitate  the  process  of  the  senile  decay.  And  anything  like 
marked  obesity  persisting  to,  or  increasing  at,  the  age  of  60  is  a 
manifest  invasion  of  the  prerogatives  of  that  age  which  has  been 
characterised  as  that  of  the  “ lean  and  slippered  pantaloon.”  On 
the  whole,  it  may  reasonably  be  doubted  whether  the  “ spare  ” 
constitution  of  body,  if  it  be  free  from,  or  escape,  the  risks  in- 
cidental to  actual  disease  in  childhood  and  adolescence,  is  not 
in  reality  more  favourable  to  long  life  than  any  considerable 
amount  of  fat.  There  are  no  statistics  on  the  subject;  but  the 
medical  observation  of  mankind  in  general  shows  that,  as  in 
Pharaoh’s  dream,  it  often  happens  that  “ the  ill-favoured  and 
lean-fleshed  kine  did  eat  up  the  well-favoured  and  fat  kine.” 
And  the  spontaneous  and  instinctive  expression  of  the  late  Mr. 
Banting  as  to  his  excessive  fatty  envelope,  viewing  it,  as  he  did, 
as  a “ parasite  ” destructive  both  to  health  and  comfort,  is  not 
so  far  removed  from  truth  as  are  many  popular  estimates  of  this 
condition  of  body. 

The  ideal  of  a sound  and  perfectly  organised  bodily  structure 
at  the  various  ages  of  life  has  been  so  beautifully  presented  to 
us  in  the  masterpieces  of  ancient  and  modern  sculpture,  that 
every  medical  student  or  physician  who  desires  to  keep  his  eye 
and  mind  in  training  would  do  well  to  spend  an  hour  now  and 
then  in  a gallery  of  casts  or  marbles,  and  to  compare  the  perfect 
forms  coming  from  the  chisel  of  Phidias  or  Praxiteles,  Thor- 
waldsen  or  Canova,  with  those  habitually  seen  in  the  hospital  or 
consulting-room.  He  will  then  come  to  ajipreciate  by  his  senses 
what  is  simply  a physiological  and,  indeed,  a physical  fact,  that 
there  is  an  ideal  relation  of  size  and  form  as  between  every 
separate  part  of  the  human  body ; and  that  every  outward  and 
inwai’d  structure  contributes  an  exactly-balanced  proportion  to 
the  whole  visible  result.  The  study  of  this  proportion,  as 
afiected  by  disease,  and  as  modified  by  action  and  sufiering> 
constitutes  the  physiognomy  of  disease. 

'In  spare  habits,  or  when  there  is  a reasonable  suspicion,  a 
priori,  of  phthisical  atrophy,  the  following  points  require 
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to  be  observed,  especially  in  early  adult  life.  The  presence 
of  “clubbing”  of  the  finger  ends,  or  of  undue  curvature 
of  the  nails  j the  red  line  on  the  gums,  said  to  be  more 
or  less  characteristic  of  tubercular  disease;  the  peculiar  momen- 
tary starting  and  elevation  of  the  skin  produced  by  a tap 
of  the  finger  point  over  the  costal  cartilages,  and  de- 
scribed as  “myoidema”;  any  undue,  and  especially  any  uni- 
lateral, flattening  below  the  clavicles,  or  deformity  elsewhere 
of  the  chest,  and  any  inequality,  or  want  of  symmetry,  in  the 
respiratory  movements ; any  rapid  and  too  easy  flushing  of  the 
face,  and  especially  that  limited  flush  of  the  cheek  with  pallid 
complexion  generally,  which  denotes  fever  in  an  exhausted  con- 
stitution ; any  or  all  of  these  may  in  particular  ca.ses  be  valuable 
indications  of  truly  morbid  emaciation.^  In  infants  and  chil- 

* These  subjects  are  referred  to  in  detail  under  the  sections  on  the  Nails 
(p.  107),  General  signs  of  Pyrexia  (p.  70),  Gums  (Chap,  xi.),  and  in  those  deal- 
ing with  the  physical  examination  of  the  Chest  (chap,  xvi,  part  1).  Myoidema 
is  the  name  first  applied  by  Dr.  Lawson  Tait(“  Dublin  Journal  of  Medical 
Science,”  vol.  52,  p.  316)  to  a phenomenon  observed  long  ago  by  Drs.  Graves  and 
Stokes  (‘‘Dublin  Hospital  Reports,"  vol.  5,  p.  70),  as  probably  characteristic 
in  some  degree  of  phthisical  emaciation,  and  as  being  found  most  frequently 
“in  incipient  phthisis  over  the  seat  of  the  initation  ” — i.e.,  on  the  side 
first  affected  and  in  the  supra-clavicular  region.  According  to  Dr.  Tait,  the 
sign  attends  especially  the  softening  stage  of  tubercle.  “ After  each  stroke  of 
the  ends  of  the  fingers”  (say  the  first  discoverers  of  this  sign)  “a  number  of 
little  tumours  appeared,  answering  exactly  to  the  number  and  situation  of 
the  points  of  the  fingers,  when  they  had  struck  the  integuments  of  the  chest. 
These  having  continued  visible  for  a few  moments,  subsided,  but  could  be 
again  made  to  appear  on  repeating  the  percussion."  [My  observations,  in 
very  numerous  instances,  lead  me  to  concur  with  the  original  description 
here  given  more  closely  than  with  the  details  of  fact  and  of  procedure  in  Dr. 
Lawson  Tait’s  paper.  In  particular,  I have  found  that  the  “little  tumours" 
of  Drs.  Graves  and  Stokes,  which  are  undoubtedly  the  more  important  part 
of  myoidema,  are  produced  more  easily,  and  with  far  less  risk  of  fallacy 
when  the  percussion  is  made,  not  over  a voluntary  muscle  at  all,  but  over  the 
anterior  costal  cartilages.  The  name  therefore  seems,  in  a certain  sense,  a 
misnomer,  if  it  is  intended  thereby  to  suggest  that  the  contraction  of  the 
fibrilhe  of  voluntary  muscle  has  anything  to  do  with  the  more  distinctive 
phenomena.  The  ‘ ‘ little  tumours  ” are  quite  evidently  due  to  a temporary 
contraction  of  muscular  fibres  in  the  skin  itself,  similar  in  kind  to  those  of 
the  dartos  on  pinching  the  scrotum.  I believe  the  phenomenon,  thus  inter- 
preted, to  have  some,  but  by  no  means  a pathognomonic,  significance. — 
W.  T.  G.] 
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<lien,  sometimes  also  in  adults,  it  is  not  uncommon  to  observe 
•emaciated  limbs  and  lace,  with  an  enlarged  abdomen  (almost 
<dways  a sign  of  grave,  often  tubercular,  disease).  And  in 
very  young  infants  the  presence  of  emaciation  generally,  with  a 
retracted  abdomen,  and  a large  head,  the  anterior  fontanelle  (if 
still  open)  being  protruded  instead  of  dejiressed,  is  a combina- 
tion of  signs  of  the  gravest  import,  as  tending  to  reveal  disease 
of  the  meninges  of  the  brain,  even  should  the  symptoms  other- 
wise be  obscure  or  wanting ; still  more,  if  these  indications  are 
accompanied  by  peculiarities  of  expression,  or  abnormal  move- 
ments of  the  eyes  (strabismus,  nystagmus)  or  of  the  pupils ; or 
by  the  phenomenon  described  by  Trousseau  as  the  “ tache  cere- 
brale,”  and  considered  by  him  to  denote  fever  with  a cerebral  or 
meningeal  lesion. ^ 

A condition  frequently,  but  not  necessarily,  associated  with 
the  phthisical  or  morbidly  emaciated  habit,  is  Anaemia;  a term 
which  has  been  variously  defined,  but  which  may  be  taken  as 
-corresponding  in  general  not  so  much  with  diminution  in  the 
absolute  quantity  of  the  blood  as  Avith  depreciation  of  its 
quality ; a lower  specific  gravity  of  the  serum,  a more  or 
less  considerable  fall  in  the  proportion  of  the  blood-corpuscles, 
and  of  course  of  the  colouring  matter.  Physiognomically  con- 
sidered, anfemia  is  recognised  chiefly  or  exclusively  by  this  last 
•char-acter;  and  the  most  marked  examples  of  it  are  those  in 
which  emaciation,  though  perhaps  present  more  or  less,  is  not 
extreme.  If,  indeed,  the  blood  is  simply  reduced  in  quantity 
as  a part  of  the  general  emaciation,  but  remains  not  greatly  out 
of  proportion  to  the  other  tissues  (as  in  many  cases  of  iihthisical 
emaciation),  the  characters  of  ansemia  will  not  be  at  all 

1 On  drawing  the  back  of  the  nail  or  the  blunt  end  of  a pencil  along  the 
skin,  we  find,  in  the  healthy  subject,  that  a momentary  whiteness  of  the  part 
IS  followed  after  a time  by  a distinct  red  streak.  But  in  certain  states  this 
redness  is  much  more  easily  produced,  and  is  likewise  very  much  more  in- 
tense and  persistent;  it  is  to  this  excessive  redne.ss  that  the  term  iache 
cirihralc  is  applied,  from  its  being  frequently  observed  in  cases  of  acute  men- 
ingitis. But  It  is  now  quite  certain  that  it  may  be  found  equally  in  many 
cases  of  enteric  fevei , and  in  certain  other  diseased  conditions. 
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strikingly  present.  The  lips  will  remain  well  coloured,  and  the 
mucous  membranes  may  even  be  morbidly  congested  in  such  a 
condition.  But  when,  along  with  only  a moderate  reduction  in 
the  amount  of  the  solid  soft  tissues,  and  without  any  circum- 
stance tending  to  the  local  determination  of  blood,  there  is  a gi-eat 
reduction  in  the  quality  of  the  latter,  the  consequences  as  regards 
the  appearance  of  the  patient  are  very  striking.  There  is  in 
the  first  place  an  extremely  pallid  hue  of  the  whole  sui-face,  and 
especially  of  the  face ; lips  not  quite  so  pale  as  the  rest  of  the 
countenance,  but  entirely  devoid  of  their  natural  i-osy  hue ; the 
conjunctivse  of  the  eyelids  similarly  pale;  the  ocular  conjunctivse 
bluish,  from  the  shining  through  of  the  choroid  ; and  all  these 
characteristics  brought  out  the  more  remarkably  in  dark  com- 
plexions, inasmuch  as  the  tints  which  depend  not  on  blood  but 
on  pigment  may  be  unchanged.  Thus  the  skin  may  be  nearly 
as  pale  as  that  of  a corpse,  and  yet  there  may  be  dark  circles 
(chloasma)  round  the  eyes  or  on  the  brow ; or  the  natural 
diflused  pigment  of  the  whole  surface  may  be  so  exaggerated 
as  to  give  to  certain  parts  of  it  almost  the  appearance  of  the 
skin  of  a negro  or  mulatto  (the  so-called  “ bronzed  skin  ” or 
“Addison’s  disease.”  Seep.  105).  But  in  cases  of  anjemia, 
pure  and  simple,  there  is  usually  no  special  pigmentary  change, 
and  the  whole  external  characteristics  suggest  merely  an  unduly 
watery  or  much  impoverished  blood.  The  skin  is  cool,  and  the 
tongue  may  be  clean,  though  extremely  pale ; there  is  often  a 
little  puifiness  of  the  eyelids  and  dropsical  swelling  of  the 
ankles ; it  may  be  (as  in  Bright’s  disease)  even  general  dropsy 
of  the  entire  subcutaneous  tissues.  The  muscles  are  flabby 
i-ather  than  much  reduced  in  bulk ; the  expression  is  that  of 
great  languor,  but  not  of  suffering  or  of  anxiety ; if  the  texture 
of  the  skin  is  fine  and  delicate,  the  blue  veins  may  be  seen 
below  the  surface,  but  reduced  very  much  in  volume  as  com- 
pared with  the  normal ; and  in  the  veins  of  the  neck  there  is 
found  the  well-known  humming  of  the  “ansemic  murmur”  or 
“bruit  de  diable.”  A special  variety  of  this  state  of  pure 
ansemia  is  chlorosis,  in  which  gi’eatly  disordered  or  absolutely 
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arrested  menstruation  in  young  girls  is  attended  by  all  the 
■ciicumstances  above  noted,  often  with  a very  remarkably  green 
tint  of  the  complexion  (as  the  name  implies).  In  all  these 
cases  the  blood,  tested  accurately  by  Malassez’s  instrument  or 
by  the  haemochromometre,  shows  a reduction  in  the  amount  of 
colouring  matter,  or  of  corpuscles,  equal  to  one-third,  one-half, 
or  even  more ; and  in  this  w'ay  a physiognomic  sign,  which 
formerly  could  only  be  stated  in  general  terms,  can  now  be 
reduced  to  most  accurate  expression,  and  made  subservient  to 
exact  observation  as  to  the  progress  of  di.sease  or  the  results  of 
treatment.  (See  Chapter  ix.) 

When  this  anseniic  condition  is  recognised,  we  must  never 
rest  satisfied  in  the  investigation  of  the  case  till  we  have  done 
our  best  to  ascertain  the  probable  cause.  We  inquire  for  the 
history  of  any  htemorrhages  or  any  of  the  less  obvious  forms  of 
loss  of  blood  described  elsewhere  (Chap,  ix.)  A similar  deterior- 
ation may  result  from  the  chronic  influence  of  the  malarial  fevers, 
for  example,  or  from  the  recent  occurrence  of  some  acute  illness 
from  which  the  patient’s  system  has  not  fully  recovered.  But 
too  often  such  anaemia  is  only  symptomatic  of  the  serious 
inroads  of  tubercular,  syphilitic,  malignant,  or  renal  disease, 
and  the  investigation  of  the  urine  is  so  important  in  all  appar- 
ently  causeless  forms  of  anaemia  that  it  must  never  be  neglected 
Present  or  past  suppuration  of  a chronic  character  may  likewise 
be  responsible  foi  the  deterioration  of  the  blood  i the  extreme 
pallor  and  the  wax-like  appearance  of  patients  sufiering  from 
the  lardaceous,  waxy,  or  amyloid  degeneration  of  the  viscera 
usually  arise,  from  such  prolonged  suppurations,  but  this  dis- 
order may  also  be  due  to  less  obvious  causes.  The  ex- 
amination of  the  blooti  frequently  guides  to  the  diagnosis 
of  Leukiemia  and  to  the  investigation  of  the  spleen;  or  the 
general  enlargement  of  the  lymphatic  glands  may  suggest  the 
presence  of  Hodgkin’s  disease  as  the  cause  of  the  persistent 
anaimia.  But  after  eliminating  all  these  causes  of  the  de- 
terioration, we  may  still  find  ourselves  in  the  presence  of  a • 
-simiile  Progressive  2^ernicious  amemia,  the  origin  and  pathology 
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of  which  still  remain  obscure,  while  the  tendency  to  death  is 
very  marked. 

The  converse  of  anaemia,  in  medical  language  still  current, 
is  Plethora ; a condition  which  has  had  a great  deal  to  answer 
for  in  medical  pathology  and  ti’eatment.  But  plethora,  con- 
sidered merely  as  a morbid  excess  of  blood,  can  hardly  be  said 
to  hold  its  place  among  recognised  pathological  states  at  the 
pi’esent  day ; fulness  of  blood,  in  other  words,  can  scarcely  be 
considered  morbid  unless  there  is  some  other  pathological 
change  either  as  regards  its  quality  or  its  distribution.  The 
condition  to  which  the  name  plethoric  is  usually  applied  is  one 
in  which  there  is  stagnation  of  blood  in  the  smaller  veins  of  the 
surface,  giving  to  it,  especially  in  the  face  and  nose,  the 
rubicund  and  “port-winey”  appearance  suggestive  of  the  days 
when  two  bottles  of  that  luscious  stimulant  were  regarded  as  a 
moderate  allowance  for  a gentleman  at  an  after-dinner  sitting. 
This  peculiarity  of  countenance,  as  well  as  the  plethoric  and 
well-fed  condition  generally,  when  occurring  in  pei-sons  (espe- 
cially males)  past  the  middle  term  of  life,  particularly  if  a.ssoci- 
ated  with  hereditary  predisposition  or  with  known  habits  of 
self-indulgence,  has  been  regarded  as  among  the  notes  of  the 
gouty  habit  or  diathesis,  and  also,  along  with  a short  and 
thick  neck,  as  among  the  predispositions  to  apoj)lexy. 

There  is  a very  remarkable  condition  of  the  blood  and  of  the 
containing  vessels,  in  one  of  its  aspects  allied  to  anajmia,  in 
another  to  plethora — that,  namely,  which,  attended  with  cold- 
ness of  the  surface  and  rapid  depression  of  the  powers  of  life, 
corresponds  with  the  so-called  “ collapse  ” or  “ algide  ” stage  of 
Asiatic  cholera.  In  so  far  as  this  condition  can  be  here  dealt 
with,  it  may  be  regarded  as  one  in  which  a highly-concentrated 
blood  encounters  resistance  in  being  driven  through  the  capil- 
laries; the  great  mass  of  the  blood,  therefore,  tending  to 
accumulate  in  the  venous  system,  and  producing  congestion, 
and  even  ecchymosis,  by  rupture  of  the  smaller  veins.  It  has 
been  shown  by  chemical  analysis  that  the  blood  in  this  condi- 
tion has  lost  a considerable  proportion  of  its  water  and  albumen. 
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owing  to  the  enormously  rapid  and  cojjious  discharges  from  the 
intestinal  canal  ; but  the  blood  corpuscles  remain,  for  the  most 
part,  in  the  vessels.  There  is,  therefore,  a strange  combination 
of  shrivelling  of  most  of  the  textures  of  the  body  from  loss  of  fluid, 
and  persistence  of  blood-colour,  altered,  howevei’,  in  the  direction 
of  lividity  by  deflcient  aeration.  A person  in  this  state  has  the 
skin,  especially  in  the  face  and  extremities,  of  quite  cadaverous 
coldness,  and  often  has  the  whole  attitude  and  expression  of  a 
corpse;  the  ends  of  the  fingers  are  shrivelled,  the  features  thin  and 
pinched,  the  nose  and  all  the  extremities  livid  in  a high  degree; 
the  conjunctivae  are  bloodshot  and  ecchymosed ; the  eyes  sunk 
in  the  orbits  ; the  tongue  and  breath  cold ; the  respii’ation  and 
circulation  almost  inappreciable  ; but  there  is  no  disappearance 
of  the  exteimal  fat,  nor  any  true  emaciation ; the  breasts, 
accordingly,  in  women,  and  the  abdomen  in  corpulent  men, 
remain  well  clothed  with  integument  even  after  death.  A 
condition  more  or  less  allied  to  this  is  seen  in  some  cases  of 
acute  peritonitis,  tending  rapidly  to  death,  as  in  perforation  of 
the  bowels,  which,  like  cholera,  may  cause  death  by  collajjse  in 
a few  hours,  though,  of  course,  without  the  excessive  evacua- 
tions above  referred  to. 

The  traditional  description  of  the  so-called  Facies  IlippocraUca 
is  not  very  far  removed  in  some  of  its  details  from  the  state 
of  acute  collapse  as  above  described,  and  has  been  so  often 
formulated  in  one  shape  or  other  by  compilers,  as  conveying 
the  elements  of  a fatal  prognosis,  that  it  may  be  as  well  to 
transcribe  the  words  from  the  original  source  : — “ a sharp  nose, 
hollow  eyes,  collapsed  temples ; the  ears  cold,  contracted,  and 
their  lobes  turned  out;  the  skin  about  the  forehead  rough, 
distended,  and  parched;  the  colour  of  the  whole  face  green, 
black,  livid,  or  lead-coloured.”  But  the  reader  will  do  well  to 
consult  the  other  physiognomic  details  in  Sec.  2 — 4 of  the 
Prognostics  of  Hij^pocrates  (Dr.  Adams’  translation,  vol.  i.,  p. 
236)  for  numerous  vivid  and  picturesque  touches  which  are 
now  among  the  common-places  of  medical  observation.  And 
the  description  of  the  phthisical  body  by  Aretajus  is  equally 
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deserving  of  perusal,  as  a sample  of  accurate  aj)preciation  of 
detailed  facts  emanating  from  remote  antiquity.  The  most 
important  focts  of  the  description  referred  to  are  as  follows, 
but  the  whole  chajjter  in  the  excellent  translation  of  l)r.  Adams 
well  merits  perusal : — 

Voice  hoarse  ; neck  slightly  bent,  tender,  not  fle.xible,  somewhat  extended ; 
fingers  slender,  but  joints  thick ; of  the  bones  alone  the  figure  remains,  for 
the  fleshy  parts  are  wasted  ; the  nails  of  the  fingers  crooked,  their  pulj>s  are 
shrivelled  and  flat,  for,  owing  to  the  loss  of  flesh,  they  neither  retain  their 
tension  nor  rotundity ; and  owing  to  the  same  cause,  the  nails  are  bent, 
namely,  because  it  is  the  com2>act  flesh  at  their  ijoints  which  is  intended  as 
a support  to  them  ; and  the  tension  thereof  is  like  that  of  the  solids.  Nose 
sharp,  slender;  cheeks  prominent  and  red;  eyes  hollow,  brilliant  and 
glittering ; swollen,  pale,  or  livid  in  the  countenance  ; the  slender  i)arts 
of  the  jaws  rest  on  the  teeth,  as  if  smiling;  otherwise  of  a cadaverous  aspect. 
So  also  in  all  other  respects ; slender,  without  flesh ; the  muscles  of  the  arms 
imperceptible  ; not  a vestige  of  the  mamma;,  the  nii)ples  only  to  be  seen  ; 
one  may  not  only  count  the  ribs  themselves,  but  also  easily  trace  them  to  their 
terminations;  for  even  the  articulations  at  the  vertebne  are  quite  visible; 
and  their  connections  with  the  sternum  are  also  manifest ; the  intercostal 
sjiaces  are  hollow  and  rhomboidal,  agreeably  to  the  configuration  of  the  bone  ; 
hypochondriac  region  lank  and  retracted ; the  abdomen  and  flanks  contigu- 
ous to  the  spine.  ^ Joints  clearly  developed,  prominent,  devoid  of  flesh,  so. 
also  with  the  tibia,  ischium,  and  humerus  ; the  spine  of  the  vertebra;, 
fonnerly  hollow,  now  protrudes,  the  muscles  on  either  side  being  wasted  ; 
the  whole  shoulder-blades  apparent  like  the  wings  of  birds.  If  in  these  cases 
disorder  of  the  bowels  supervene,  they  are  in  a hopeless  state.  But,  if  a 
favourable  change  take  place,  symptoms  the  opposite  of  those  fatal’  ones 
occur.  —Arelccm,  Causes  and  Symptoms  of  Chronic  Diseases,  Book  I.,  Chanter 
viii..  On  Phthisis. 

In  association  witli  tlie  various  atrophic  and  ansemic  states 
above  referred  to,  we  have  to  consider  the  physiognomic  import 
of  another  much  abused  word,  around  which,  as  around  the 
words  “diathesis”  and  “temperament,”  a great  deal  of  very 
obscure  pathology  has  been  made  to  revolve.  Cachexia,  in  its 
oiiginal  and  etymological  sense  (naKos  and  means  any  bad 
01  defective  habit  of  body — habitus  depravatus — usually  the 
result,  not  the  cause,  of  disease.  The  term  “habit”  here 
implies,  of  course,  chronicity;  and  the  word  cachexia  is, 
accoidingly,  one  consecrated  by  usage  to  the  definition  of  states 
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characterised  by  chronic  lesions  of  nutrition,  as  opposed  to  the 
fevers  and  acute  diseases.  In  the  systematic  nosologies — 
Cullen’s  for  example — the  Cachexice  foi’m  an  order  including  all 
chi’onic  diseases  of  nutrition  which  are  not  strictly  local,  and 
not  obviously  associated  with  fever.  Hence  cancers,  dropsies, 
ricketty  affections  of  the  bones  in  childhood,  and  above  all,  the 
various  types  of  glandular,  articular,  pulmonary,  cutaneous 
diseases,  known  either  as  scrofulous  or  tubercular,  are  com- 
monly enumerated  among  the  cachexies ; and  more  modern 
authors  add  gout,  rheumatism,  scurvy,  and  syphilis  to  the  list. 
But  the  use  of  the  thermometer  tends  very  much  to  break 
down  the  distinction  between  the  febrile  and  the  non-febrile 
diseases — between  the  pyrexiae.  and  cachexia,;  and  in  some  of 
the  latter,  e.y.  in  tubercular  diseases  and  in  syphilis,  the  febrile 
element,  though  spread  over  longer  periods  of  time,  and  there- 
fore less  intense  as  a rule,  is  quite  as  really,  if  not  invariably, 
associated  with  many  of  the  nutiitive  changes  as  in  the  pyrexioe 
commonly  so  called.  It  cannot,  therefore,  be  admitted,  that 
there  is  anything  in  the  essential  nature  of  a cachexia  to  dif- 
ferentiate it  pathologically  from  a fever,  or  from  an  acute 
disease  like  pneumonia.  There  is,  it  is  true,  the  element  of 
time,  implied  in  the  long  duration  and  very  gi-adual  evolution 
of  the  disease;  but  the  relation  of  the  local  changes  to  the 
constitutional  disease  is,  in  the  cachexia  as  in  the  fever,  a 
matter  of  inference  from  the  study  of  the  whole  of  the  pheno- 
mena ; and  it  is  impossible  to  admit,  a pnori,  that  a specific, 
and  latent,  constitutional  taint  always  precedes  and  determmes 
the  local  affection.  The  safe  rule  of  physiognomic  diagnosis 
here  is,  to  make  the  discovery  of  a cachexia  (as  of  a diathesis) 
an  inference  from  individual  facts  actually  observed  and 
verified  in  the  particular  case ; not  a general  formula  such 
as  is  often  implied  under  the  terms  scrofulous,  strumous, 
•syphilitic,  gouty,  or  cancerous  cachexia.  It  may  be  easily 
admitted,  indeed,  that  these  cachectic  states  acti;ally  exist  in 
connection  with  the  diseases  named ; but  what  is  not  so 
easily  admitted  is  the  proof  of  the  cachexia  apart  from  all 
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positive  manifestations  of  actual  disease  of  the  special  kind 
implied  in  its  name. 

Tlie  following  brief  indications,  however,  may  be  noted  as 
regards  particular  types  of  cachexia.  In  the  Scrofulous  or 
strumous  variety,  as  also  in  a certain  proportion  of  cases  of 
tuberculosis  in  the  adult,  there  may  be  found  evidences  of 
defective  nutrition,  or  emaciation,  extending  back  to  childhood, 
and  modifying  the  entire  form  of  the  skeleton,  as  well  as  the 
integument.  A slender  form,  and  a narrow  or  deformed  chest 
may  be  accompanied  by  the  cicatrices  of  glandular  abscesses,  or  of 
sinuses  connected  with  the  bones  ; a delicate,  pale  skin,  or 
one  marked  by  traces  of  erui>tions  on  the  scalp  or  elsewheie ; 
often  with  retarded  puberty,  and  imperfectly  developed  organs 
of  sex ; flabby  muscles,  attenuated  bones,  and  relatively  large 
(sometimes  anchylosed  or  actively  diseased)  joints.  The  upper 
part  of  the  abdomen  may  be  increased  in  bulk,  from  waxy  en- 
largement of  the  liver;  or  the  whole  abdomen,  from  dise;ise  of 
the  peritoneum  or  mesenteric  glands.  The  patient  is  commonly 
more  or  less  anajmic,  and  is  often  (sometimes  periodically)  sub- 
ject to  febricula  (hectic). 

In  the  Gouty  habit  there  is  frequently  no  cachexia,  properly 
speaking,  at  all  appreciable  until  the  middle  term  of  life  is 
reached,  or  past.  There  may,  on  the  contrary,  be  all  the  indica- 
tions of  strong  vitality,  robust  conformation,  and  great  bodily 
and  mental  activity.  At  a certain  period  of  life,  howei-er 
(prematurely  oi  not),  the  ordinary  signs  of  ageing  occur ; and 
along  with  these  (and  with  the  cessation  of  the  catamenia  in 
women)  comes  an  increase  of  obesity,  or  the  plethoric  develop- 
ment of  the  facial  veins  (described  above);  eruptions  on  the 

in  the  lower  extremities;  manifestly 
<iramished  energy,  and  sometimes  oi)pression  of  breathing. 

receding  or  succeeding  these  signs  may  occur  the  special 
ilefornuties  due  to  the  local  deposits  of  uric  acid  in  the  joints  of 
the  toes  and  fingers,  or  (as  Dr.  Garrod  has  remarked)  in  the  lobes 
o t e ears.  The  peripheral  arteries  often  present  at  this  stage 
well-marked  senile  degeneration.  There  are,  however,  not  a 
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few  exceptions  to  these  remarks ; and  the  gonty  habit  may 
even  concur  witli,  or  follow,  the  scrofulous  cachexia,  as  age 
advances.  (Compare  section  at  p.  114.) 

It  is  doubtful  whether  any  very  definite  cachexia  can  be  said 
to  accompany  Cancerous  disease,  apart  from  the  local  develop- 
ments of  it  in  the  organs,  and  their  consequences.  But  in  the 
majority  of  cases  of  gastric,  hepatic,  omental,  or  uterine  cancer, 
and  in  not  a few  mammary  and  other  external  cancerous 
growtlis,  there  are  either  extreme  emaciation  and  amemia,  or 
pereistence  of  the  external  fat  with  flabby  integuments,  and  a 
peculiar  sallow  j)ale  complexion;  the  expression  of  the  counte- 
nance at  the  same  time  indicating  habitual  suflering  and  great 
despondency  of  mind. 

Dropsical  cachexia  is  most  frequently  associated  with  Bright’s 
disease  of  the  kidney.  It  is  marked  by  great  pallor,  a languid 
expression  without  suffering,  unless  from  difficulty  of  breathing  ; 
often  puffiness  of  the  face  and  eyelids;  absence  of  fever,  and 
an  almost  ]:>erfectly  dry,  cool  skin,  sometimes  of  fine,  semi- 
transparent texture,  at  other  times  locally  thickened  and  even 
wrinkled  or  furrowed  from  the  effects  of  long-continued  dropsical 
effiisions,  es])ecially  in  the  lower  extremities,  scrotum,  and  loins. 

It  does  not  appear  at  all  clear  (notwithstanding  the  well- 
known  description  by  Dr.  Todd  of  the  “rheumatic  diathesis”), 
that  either  in  acute  or  chronic  Bheumatism  there  is  any  defin- 
able cachexia  or  physiognomic  peculiarity  of  bodily  conformation, 
apart  from  the  more  obvious  history  and  consequences  of  the 
disease. 

In  Rickets,  there  is  a precui’sory  or  incubative  stage  of 
impaired  general  health  or  cachexia  (according  to  Sir  'William 
Jenner,  Medical  Times  and  Gazette,  18G0,  Vol.  I.)  extend- 
ing usually  from  the  fourth  to  the  twelfth  month  of  the 
infant’s  life.  More  or  less  emaciation  takes  place,  and  the 
movements  indicate  languor  and  peevishness  or  moroseness, 
perhaps  with  hot  skin  and  a degree  of  low  febrile  inltation. 
By  and  by  it  is  observed  that  the  natural  impidse  of  healthy 
children  to  play  about,  does  not  exist ; the  child  prefers  to  lie 
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still,  and  refuses  to  be  amused ; the  superficial  veins  become 
large,  and  the  jugular  veins  especially  are  much  dilated ; the 
hair  continues  thin  upon  the  scalp,  and  the  fontanelle  remains 
widely  open.  Inter-current  diseases  of  the  chest  may  occur 
even  at  this  stage,  and  may  considerably  modify  the  progi’ess  of 
the  ricketty  cachexia ; but  three  truly  physiognomic  charactei-s 
are  specially  noted  by  Jennei’,  as  appertaining  to,  and  distinc- 
tive of,  rickets,  even  in  advance  of  the  characteristic  deformities 
of  the  skeleton,  which  are  not  often  easily  observed  until 
the  little  patient  begins  to  walk.  The  Jirst  is,  profuse  pei’spira- 
tion  of  the  head  and  upper  part  of  the  Ixxly,  especially  during 
sleeji,  with  large  and  full  veins  of  the  scalp  and  sometimes 
undue  pulsation  of  the  carotids.  The  second  of  these  earlv 
symptoms  is  an  intolerance  of  covering  at  night ; the  child  in- 
sisting on  kicking  the  bed-clothes  off,  and  lying  with  naked 
limbs,  so  as  to  be  “always  catching  cold,”  according  to  the 
mother,  who  tries  in  vain  to  keep  the  infant  properly  j>rotected. 
The  third  characteristic  symptom  is  positive  suffering  when 
touched,  or  even  when  approached,  by  sti’angers,  obviously  from 
general  tenderness,  both  of  the  surface  and  of  the  muscles  and 
bones  : an  exaggeration  of  the  state  abo^'e  described  as  existing 
at  the  very  earliest  stage  of  this  cachexia.  “ A child  in  health,” 
.says  Sir  Wm.  Jenner,  “delights  in  movements  of  every  kind. 
If  fo  exercise  every  muscle.  Strip  a child  of  a few  months 
old,  and  see  how  it  throws  its  limbs  in  every  direction ; it  will 
raise  its  head  from  the  place  where  it  lies,  coil  itself  round,  and 
gi-asping  a foot  with  both  hands  tlmist  it  into  its  mouth  a.s  far 
as  jiossible,  as  though  the  great  object  of  its  existence  at  that 
moment  w'sxs  to  turn  itself  inside  out.  The  child,  suftering 
severely  from  the  general  cachexia  which  pi*ecedes  and  accom- 
jianies  the  progressive  stages  of  the  bone-disease  in  rickets, 
ceases  its  gambols;  it  lies  with  outstretched  limbs  as  quietly  as 
possible,  for  voluntaiy  movements  jiroduce  pain.”  The  con- 
sequence of  all  this  suffering,  after  a short  period,  is  further 
permanently  imprinted  on  the  physiognomy  in  an  as]>ect  not 
only  of  languor,  but  of  premature  sadness  and  sedateness,  as  of 
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age,  tlie  effect  of  which  is  increased  by  the  inability  of  the 
muscles  to  sujiport  the  spinal  column,  which  becomes  curved 
forwards  in  the  cervical  region,  and  backwards  in  the  dorsal. 
The  bones  of  the  cranium  are  soft  and  thin,  yielding  in  some 
cases  to  pressure  like  card-board,  and  the  form  of  the  skull  is 
altered,  flattened  behind  or  at  the  vertex,  and  protubei’ant  in 
front.  There  is  enlargement  of  the  ends  of  the  long  bones ; 
the  ribs  are  “ very  soft,  so  that  there  is  great  recession  of  each 
rib  where  it  joins  the  costal  cartilage  at  each  inspiration.”  It 
is  easy  to  see  in  this  description  of  the  signs  of  a “ cachexia  ” a 
very  real  and  present  disease,  the  source  of  all  the  deformities 
and  permanent  alterations  in  rickets,  to  which  we  have  already 
alluded  as  being  themselves,  in  after  life,  physiognomic  evidence 
of  disturbed  health  and  function  during  the  ]>eriod  of  childhood. 

The  Syj^hilitic  cachexia  is  so  plainly  a part  of  the  actual 
disease,  defined  and  demarcated  by  the  well-known  succession  of 
the  various  stages  and  external  and  internal  lesions,  that  it 
seems  unnecessary  here  to  treat  of  it  in  detail,  as  the  evidence 
of  its  presence  is  dealt  with  under  special  sections  in  connection 
with  the  throat,  the  skin,  the  bones,  the  joints,  Ac.  But  in 
long  standing  cases  of  syjjhilis  its  deep  influence  on  the 
system  is  often  manifested,  not  merely  by  an  appearance  of  bad 
health  and  general  delicacy,  but  also  by  a dingy,  sallow  and  some- 
what discoloured  appearance  of  the  skin  of  the  face  ; this  may 
impart  to  such  patients  something  of  the  physiognomic  aspect 
of  malignant  disease  already  referred  to. 

In  all  bodily  conditions  involving  Fever,  whether  classed 
among  the  specific  fevers  or  not,  there  are  certain  physiognomic 
characteristics  which  ought  to  be  constantly  present  to  the  mind 
of  the  physician,  not  only  as  throwing  light  on  the  diagnosis, 
but  often  also  on  the  prognosis  and  treatment.  Thus,  in  the 
earliest  periods  there  is  the  somewhat  collapsed  appearance,  the 
pallor,  the  shivering,  and  cutis  anserma  which  belong  to  the 
cold  stage.  At  a later,  but  still  early,  period,  the  face  is 
flushed,  the  expression  is  that  either  of  languor  or  of  pain, 
according  as  there  is  or  is  not  a local  disease ; very  often  the 
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attitiule  indicates  restlessness,  as  when  the  patient  is  found 
overnight  or  in  the  early  morning  with  the  bedclothes  tossed 
and  disordered,  and  the  body  more  or  less  exposed.  In  this 
stage  the  skin  may  be  dry  or  moist,  or  it  may  be  dry  on  the 
exposed  jjarts  and  moist  under  the  clothes,  or  vice  versd.^  In 
cei-tain  fevers,  as  in  the  rheumatic  and  pyamic  kinds,  moisture 
of  surface  and  often  profuse  sweating  i)redominate  throughout ; 
in  others,  as  in  scarlet  fever  and  most  of  the  eruptive  fevei-s,  a dry 
hot  skin  is  more  characteristic  of  the  early  stages  up  to  the 
height  of  the  fever.  In  j)hthisis  and  most  of  the  fevers  accom- 
panying organic  disease,  sweats  of  considerable  intensity  alter- 
nate with  hot  and  dry  skin,  often  repeatedly  in  the  course  of 
twenty-four  hours  (hectic  fever).  In  fevers  accompanying 
diseases  gravely  affecting  the  respiration,  as  in  pneumonia  and 
broncho-pneumonia,  the  flush  on  the  cheeks  has  a peculiar 
duskiness  or  lividity;  this  is  very  notably  the  case,  also,  in 
acute  tuberculosis.  In  some  cases  of  pyajmia  the  febrile  charac- 
teristics are  associated  with  a yellowish  colour  of  the  integu- 
ment, or  even  with  jaundice.  A like  change  may  take  place 
when  the  liv'er  is  directly  involved  in  the  disease,  and  even  in 
some  cases  of  pneumonia.  Fevers  depending  on  septic  poisoning 
of  the  blood  are  recognised  by  the  peculiar  odour,  as  of  j^utre- 
faction,  which  exhales  from  the  body  even  at  an  early  stage, 
before  the  cadavexuc  odour  or  the  symjxtoms  of  approaching  death 
ha\e  appeared ; such  cases  may  haA’e  a traumatic  origin,  or 
they  may  occur  spontaneously,  as  in  some  instances  of  enteric 
fever,  of  erysipelas,  of  dysentery,  and  of  septic  poisoning  from 
infection.  Fevers  depending  on  abscess,  or  upon  profuse  sup- 
puration in  connection  with  mucous  or  serous  surfaces,  are  often 

1 A remarkable  contrast  to  these  irregularities  of  the  cutaneous  transpira- 
tion in  fevers  is  to  be  found  in  most  cases  of  diabetes  mellitus,  in  which,  with 
great  emaciation  and  disorder  of  nutrition  and  of  the  urinary  excretion,  the 
surface  often  remains  throughout  harshly  dry  and  cool,  the  natural  perspira- 
tion, even  under  severe  exertion,  being  suspended.  Generally  speaking,  a 
dry  skin  which  does  not  very  easily  perspire,  and  maintains  an  equable  tem- 
perature, is  the  sign  of  a “wiry”  frame  and  of  good  health.  Corpulent 
persons,  on  the  other  hand,  perspire  easily. 
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very  speciiilly  characterised  by  the  tendency  to  intense  and 
repeated  shiverings,  which  can  be  compared  only  to  the  com- 
mencing stage  of  the  ague-fit.  A like  disposition  to  rigors 
sometimes  follows  the  passing  of  a catheter  or  bougie  into  the 
bladder,  and  this  without  any  appreciable  injury  done  to  the 
mucous  membrane.  All  these  phenomena  may  be  fairly  in- 
cluded in  the  range  of  physiognomic  diagnosis;  the  more  precise 
appreciation  of  temperature  through  the  thermometer  will  come 
under  consideration  hereafter  (see  Chapter  iii.).  In  all  fevei-s 
which  continue  for  more  than  a brief  period,  the  tongue  becomes 
more  or  less  coated  with  a white  or  yellow  fur;  in  the  hectic  of 
phthisis,  however,  and  in  some  cases  of  enteric  fever  and  of 
mild  intermittent,  the  tongue  remains  suri)risingly  clean  and 
natural.  As  the  fever  advances  the  fur  increases,  the  j:)apillaj 
enlarge  and  become  congested,  the  dorsum  of  the  tongue  be- 
comes dry,  usually  first  in  the  neighbourhood  of  the  raphe.  At 
a still  more  advanced  stage,  the  tongue  becomes  dry  all  over, 
brown,  and  roasted-looking,  while  incrustations  of  brown  epi- 
thelial debris  (sordes)  gather  upon  the  teeth,  alveoli,  and  lips ; 
this  condition  is  specially  characteristic  of  tyjihus  and  similar 
fevers,  typhoid  pneumonia,  and  generally  speaking  of  the  more 
severe  continued  fevers  from  the  middle  of  the  second  week 
onwards ; it  yields  very  gradually  after  the  crisis,  the  fur  being 
thrown  off  sometimes  in  patches,  sometimes  more  evenly,  and 
the  natural  moisture  returning  (see  also  Chap,  xi.)  At  the  stage 
indicated  by  the  phenomena  just  described,  there  has  usually 
been  more  or  less  of  mental  disturbance,  and  the  whole  attitude 
and  manner  of  the  patient,  as  well  as  his  Avords,  indicate 
a wandering  mind  and  semi  - unconsciousness,  or  even  an 
advance  into  coma,  Avith  great  and  increasing  AA'eakness;  the 
posture  being  in  the  more  exti’eme  cases  absolutely  prostrate  on 
the  back,  Avith  the  mouth  moi'e  or  less  open,  the  eyes  half 
closed,  and  sometimes  a film  of  dried  mucus  and  lachiymal 
secretion  on  the  conjuncth-re ; the  pupils  being  often  contracted 
.so  as  to  resemble  pinholes,  and  insensible  to  light.  When  asso- 
ciated Avith  profuse  sAA^eating,  or,  e\*en  apart  from  this,  A\dth  cold 
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extremities  (the  febrile  heat  remaining  in  the  central  parts  of 
the  body),  the  prognosis  is  as  bad  as  it  well  can  be  in  any  fever. 

^ unfa\  oui  able  sign  is  a starting  or  twitching  movement 
of  the  tendons  of  the  wrist  {subsultus  tendinum),  and  tremor  of 
the  muscles  generally ; still  more  unfivourable,  if  possible,  are 
the  movements  of  the  hands  described  by  Hippocrates,  and 
lepioduced  by  countless  authorities  with  more  or  less  conscious 
imitation  for  more  than  2,000  years  under  the  names  of  carpho- 
loyici,  Jloccitcitio,  &c. : — “ AVhen  in  acute  fevers,  pneumonia, 
])hrenitis  (acute  delirium),  or  headache,  the  hands  are  waved 
before  the  fice,  hunting  through  empty  space  as  if  gathering 
bits  of  straw,  picking  the  nap  from  the  coverlet,  or  tearing 
chaff  from  the  wall — all  such  symjitoms  are  bad  and  deadly.”  ^ 
The  peculiar  deadliness  of  such  symptoms,  it  may  be  remarked, 
depends  upon  the  fact  of  their  indicating  at  once  two  apparently 
contrasted  shites  of  the  nervous  centres  and  especially  of  the  basal 
ganglia  and  mesencephale,  if  not  also  of  the  medulla  oblongata 
— viz.,  restlessness,  with  gi-eatly  lowered,  if  not  lost,  sensibility 
to  external  impressions ; unconsciousness,  with  disturbed  excito- 
motor  activ’ity,  and  almost  always  with  entire  absence  of  real 
sleep  (coma  viyil)  ■ the  movements  are  absolutely  automatic, 
and  yet  they  are  continuous,  being  excited  by  some  purely 
physical  irritation  of  the  motor  centres  apart  altogether  from 
consciousness,  and  acting  feebly  through  the  efferent  nerves 
upon  those  groups  of  muscles  especially  which,  in  the  normal 
condition,  exhibit  the  most  highly  differentiated  and  exquisitely 
combined  movements  under  the  influence  of  the  will.  To  the 
same  order  of  phenomena  belong  the  constant  mutterings 
(typhomania  or  typhoid^  delirium),  or  wordless,  and  sometimes 

• Prognostics,  IV.;  Ad.ams’  translation,  Vol.  I.,  p.  238. 

- It  should  be  particularly  remarked,  as  necessary  for  the  reconciliation  of 
old  and  new  terms,  that  the  word  “typhoid"  is  not  used  here  in  the  special 
and  limited  sense  given  to  it  by  Louis  and  the  French  school  of  the  jjresent 
century,  as  a designation  of  enteric  fever,  but  in  that  larger  and  more  general 
meaning  which  it  had  from  at  least  the  time  of  Galen,  of  tjiihus-like 
(tD<Po?,  £ioos).  Typhus  and  most  of  its  derivatives,  including  typhomania, 

^h*P®cratic  ^\ords,  used  in  a figurative  sense,  from  tD(/)os,  smoke,  as 
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even  voiceless,  movements  of  articulation  (mussitatio)  observed 
in  the  later  stages  of  many  severe  fevers,  conveying  to  the 
mind  of  the  observer  merely  the  idea  of  unrest,  without  the 
faintest  suggestion  of  meaning  or  even  of  consciousness.  (Com- 
pare sections  on  Delirium  and  Sleeplessness,  j)p.  198  and  202.) 

The  specialties  of  physiognomic  diagnosis  bearing  on  diseases 
of  the  chest  will  be  discussed  hereafter.  (See  Dyspnoea,  Orthop- 
noea.  Sic.,  Chapter  ix.). 

In  all  diseases  of  the  Nervous  system  it  is  of  paramount  impor- 
tance to  observe  the  attitude  and  bearing  of  the  patient,  his 
manner  of  answering  questions,  of  putting  out  his  tongue, 
speaking,  eating,  handling  familiar  objects,  walking,  &c.  There 
should  be  no  hurry  in  making  these  obseiwations ; sometimes 
the  abnormal  facts  can  be  taken  in  at  a glance,  as  it  were ; at 
other  times  the  disease  may  elude  observation  altogether,  until 
brought  into  full  view  by  some  particular  abnormal  act.  This 
applies  in  a very  special  sense  to  disorders  supposed  to  be  of 
the  mind,  which  have  often  a very  distinct  physiognomic  ex- 
pression, while  in  other  cases  they  require  to  be  sought  out 
through  tedious  processes  of  detail,  amid  many  difficulties  and 
possible  fallacies,  or  even  as  underlying  positive  deception.  In 
all  disorders  attended  with  paralysis,  tremor,  or  convulsion, 
there  will  be  at  some  time  or  other  visible  phenomena  affecting 
one  or  other  of  the  modes  of  ordinary  activity  above  enume- 
rated ; or  there  may  be  deficient  power  of  evacuating  or  of 
retaining  the  excretions  of  the  bowels  and  bladder.  A slight 
tremor  of  the  lips,  and  a hesitating  utterance,  as  if  the  lips 
and  tongue  had  no  grip  (so  to  speak)  over  the  consonants,  will, 
along  with  a peculiarity  in  the  gait,  an  unusual  stillness  in  the 
muscles  of  expression,  and  a slight  disparity  of  the  pupils,  reveal 

indicating  the  stupor  ■which  attends  the  graver  kinds  of  fever ; and,  in  the 
case  of  typhomania,  the  combination  of  stupor  -with  restless  delirium — exactly 
the  functional  contrast  referred  to  above.  The  etymological  facts  are  intei'- 
esting,  as  showing  how,  even  in  the  most  remote  period  to  which  the  literature 
of  medicine  extends,  clinical  phenomena  which  only  receive  their  physi- 
ological interpretation  from  modern  science  were,  nevertheless,  sometimes 
very  exactly  noted. 
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with  almost  absolute  certainty  an  early  stage  of  one  of  the  most 
hopeless  of  diseases — general  paralysis  of  the  insane.  A similar 
but  more  complete  absence  of  facial  expression,  without  any  of 
the  other  characters  just  mentioned,  unless  it  be  a flaw  in  the 
articulation  absolutely  limited  to  the  labial  consonants,  will 

give  the  key  to  a more  rare,  but  for  less  dangerous  disoi-der 

double  or  bilateral  paralysis  of  the  portio  dura : while  a one- 
sided action  of  the  face  and  bi’ow,  with  a permanentlv  open  or 
half-open  eye  on  the  side  of  the  paralysis,  and  a twist  of  the 
mouth  towards  the  opposite  side,  will  show  foi*th  the  much  more 
common,  and  equally  isolated,  paralysis  of  the  portio  dura  on 
one  side  only.  An  open  mouth,  dribbling  saliva,  an  awkwardly- 
moving  or  nearly  motionless  tongue,  with  very  indistinct 
articulation,  will  reveal  the  labio-glosso-laryngeal  jjaralysis  of 
Trousseau  and  Duchenne.  The  trailing  walk  of  the  hemiplegic 
patient,  in  Avhich  the  weight  of  the  body  is  supported  on  one 
limb,  while  the  other  (the  paralysed)  limb  is  either  dragged  on 
the  ground,  or  lifted  by  a movement  of  circumduction  proceed- 
ing from  the  pelvis,  and  favoured  by  a hitch  of  the  whole  body, 
are  signs  which  can  be  noted  at  once,  along  with  the  motionless, 
sometimes  rigid,  hand  and  ann  of  the  same  side,  semiflexed, 
and  with  the  fingers  bent  into  the  palm.  The  slow,  shufiiino- 
gait  of  the  true  paraplegic,  and  the  staggering,  erratic,  progres- 
sion of  locomotor  ataxy  (“as  if  his  legs  did  not  belong  to  him”) 
are  equally  characteristic,  almost  at  first  sight,  and  easily 
distinguishable  from  the  limping  of  hip-joint  or  other  articular 
disease,  and  from  the  reeling,  serpentine,  jilainly  bewildered 
coui-se  of  the  man  tending  homeward  after  a debauch,  and  ready 
at  any  time  to  lie  down  in  the  dirt,  to  save  the  trouble  of 
further  picking  his  way.  More  difficult  to  distinguish  from 
the  latter  are  some  forms  of  apoplexy  oi*  of  cerebellar  disease, 
of  the  diagnosis  of  which,  however,  it  is  impossible  to  treat  in 
this  chapter.  The  wrist-drop  of  lead  paralysis,  the  irregular 
manipulations  of  writer’s  ciump  and  other  periphei’al  nervous 
disorders  of  the  fingers,  must  also  be  omitted  here,  though 
essentially  of  the  nature  of  really  physiognomic  diagnosis. 


-28 


THE  PHYSIOGNOMY  OF  DISEASE. 


Tbe_  peculiar  jerkings  and  general  “ insanity  of  the  muscles  ” 
which  characterise  chorea  must  also  be  dismissed  with  a refer- 
ence to  special  articles  and  treatises ; as  also  the  whole  subject 
of  tremor,  paralysis  agitans,  and  spinal  sclerosis.^ 

Reverting  to  the  disorders  Avhich  seem  to  have  more  relation 
to  the  mental  functions,  it  may  be  affirmed  with  truth  that 
almost  every  distinct  type  of  insane  aberration  has  its  peculiar 
physiognomy,  from  the  extravagant  and  excited  gestures,  shouts, 
and  destructive  violence  of  the  maniac,  to  the  muttering  and 
moaning  of  the  victim  of  pure  melancholia,  nursing  his  secret 
sorrow  alone ; or  the  mindless,  speechless,  slouching,  purely 
animal  characteristics  of  the  extreme  demented  patient,  pushed 
about  almost  like  a chattel  by  his  keeper,  without  spontaneity, 
and  only  capable  of  being  excited  into  a temporary  sense  of 
apparent  enjoyment  by  the  sight  of  food,  or  of  tobacco,  or  per- 
haps, in  some  instances,  by  objects  of  sexual  desire.  And 
within  these  divisions  lie  almost  endless  varieties ; e.g.,  the 
hysterical  maniac,  incoherent,  extravagant  in  speech,  laughing 
nnd  weeping  by  turns,  erotic  and  shameless  in  her  behaviour  at 
times,  and  with  lucid  intervals,  it  may  be,  of  long  dm’ation;  the 
harmless  and  good-humoui’ed,  half-demented  creature,  pleased 
with  every  slight  attention,  easily  amused,  and  always  busy 
with  some  mechanical  or  artistic  occupation — knitting,  or  draw- 
ing, or  writing  long  snatches  of  nonsense  in  verse,  or  playing 
the  fiddle ; the  suspicious  monomaniac,  who  follows  you  with  his 
eye  at  every  tui-n,  grumbles  and  mutters  audibly  his  suspicions, 
and  would  no  doubt  at  times  lay  violent  hands  on  you  if  per- 
mitted ; the  egotist,  who  adopts  the  manner  and  style  of  the 
Emperor  of  India,  or  the  Queen  of  Sheba,  or  of  more  sacred 
■characters  than  these,  oi-,  it  may  be,  of  the  Creator  of  the 
Universe  ! Each  of  these  insanities  tends  to  produce,  as  it 
were,  a physiognomy  for  itself;  the  whole  physical  habit 

1 Tliese  subjects  are  discussed  in  special  sections  of  Chajiters  v.,  vi.,  and 
viii.  Consult  the  index  for  the  names  of  the  various  diseases  and  symptoms 
referred  to.  See  also  in  particular  the  sections  on  Speech,  p.  171,  172,  Walk- 
ing and  Balancing,  pp.  1C8,  171,  Twitchings,  pp.  IGC,  167,  and  167,  &c. 
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becomes  so  moulded  upon  the  prevalent  delusion,  that  it  may 
almost  be  said  that  a glance  at  the  i)atient  and  liLs  surroundings 
gives  some  considerable  insight  into  the  special  character  of  his 
mental  unsoundness.  Still  more  curious,  because  more  inex- 
])licable,  are  the  physiognomical  individualities  that  lie  within 
the  apjjarently  narrow  bounds  of  idiocy  and  imbecility.  There 
is  the  congenital  idiot,  often  dwarfish  in  body  and  infantile  in 
expression  and  habits,  sexually  undeveloped,  with  a A .shaped 
palate,  and  one  or  more  apparently  accidental  bodily  de- 
formities, living  the  life  almost  of  an  infant ; the  cretin  of  the 
Alpine  valleys,  goitrous  and  otherwise  physically  deformed ; 
the  epileptic  idiot ; the  hydrocephalic  idiot ; the  microcephalic 
idiot ; the  paralytic  idiot.  Of  all  these,  and  of  other  varieties, 
the  physical  and  physiognomic  charactei-s  have  been  admirably 
described  by  Dr.  Ireland  in  a classic  work  x’ecently  published. 
(For  further  details  see  also  Chapter  viii.  on  Insanity.) 

As  in  the  insane  and  the  imbecile  physiognomic  diagnosis 
assumes  a .special  imj)ortance,  from  their  inability,  in  many 
instances,  to  give  a coherent  account  of  themselves,  so  it  may 
be  said  that  in  infancy  and  early  childhood  the  physiognomy  of 
disease  constitutes  by  far  the  most  important  aspect  of  diagnosis 
considered  as  a whole,  unless  in  the  case  of  positive  physical 
signs  directly  bearing  on  the  state  of  the  internal  oi-gans.  If 
an  healthy  infant  of  from  four  to  six  months  is  carefully 
studied  from  the  medical  and  physiological  point  of  view,  it 
will  be  found,  of  course,  to  have  increased  considerably  both  in 
statiu’e  and  weight  since  its  birth  ^ but  in  addition  to  the  mere 
growth  and  increase  of  bulk  a skilled  eye  and  touch  will  easily 
determine  the  fact  that  the  muscular  structures  of  the  limbs 
have  acquired  much  gi-eater  firmness,  plumijness  of  outline,  and 
with  these  more  apparent  spontaneity  and  definiteness,  so  to 

^ According  to  Quetelet,  an  infant  grows  in  length,  nearly  seven  inches 
and  a half  during  the  first  year  of  life  ; in  the  second  year,  only  half  of  this 
amount ; and  in  the  third  year,  only  one-third  of  it.  From  the  fourth  or 
fifth  year  of  life  the  increase  is  a little  over  two  inches  (56  inillimetres)( 
annually  till  the  age  of  puberty. 
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speak,  of  physiological  activity.  The  cause  of  this  change  is 
partly  the  constant  exercise  of  the  muscles  themselves,  and 
j)artly  the  rapid  development  of  the  nervous  centres  presiding 
■over  the  muscular  movements.  As  yet,  the  movements  are 
mostly  automatic ; there  are  few,  if  any,  purpose-like  acts  of 
prehension  with  the  hands,  for  instance,  until  nearly  six  months 
old,  although  an  object  conveyed  into  the  grasp  is  held,  just 
as  the  nipple  is  held  when  placed  between  the  lips.  There  is, 
however,  a constant  activity  of  the  limbs,  both  upper  and  lower; 
and  a gradual  education  of  all  the  voluntary  muscles,  including 
those  of  expression  and  voice,  to  the  functions  afterwards  to  be 
pei'formed  under  the  infliience  of  the  intelligent  Avill.  The 
child  is  obviously  a sentient  and  emotional  being,  and  one  of  the 
half-conscious  impulses  Avhich  guide  its  movements  when  awake 
is  the  positive  delight  which  it  experiences  in  gi^ung  to  every 
individual  voluntaiy  muscle,  down  even  to  the  smallest  of  those 
which  move  the  toes  and  fingers,  a fair  share  of  daily  and 
hourly  exercise.  Watch  an  infant  four,  or  six,  or  eight 
months  old  crowing  Avith  the  mere  physical  enjoyment  of  per- 
petual motion,  kicking  its  arms  and  legs  about  as  it  is  remoA-ed 
from  its  bath  and  lies  naked  in  its  nurse’s  arms,  and  you  will 
be  compelled  to  recognise  the  force  of  this  healthy,  but  ap- 
parently, as  yet,  unintelligent  instinct.  It  is  the  same  instinct 
as,  in  the  more  developed  system  of  the  kitten  at  a like  or  yet 
earlier  age,  leads  it  to  chase  its  OAvn  tail,  and  to  do  a thousand 
pranks  that  seem  aimless,  but  are  in  fact  surely  gviided  to- 
wards a definite  end  in  the  evolution  both  of  the  bodily  and  the 
mental  faculties — viz.,  the  instinct  of  Play.^  Next  to  the 
yet  more  absolutely  necessary,  and  therefore  earlier  displayed, 
instinct  of  suction,  this  is  the  faculty  that,  more  and  earlier 
than  any  other,  rules  the  life  and  determines  the  physiognomy 
of  the  infant.  We  have  seen,  in  the  graphic  Avords  of  Sir 

’ Dr.  John  Sfcrachan  has  discussed  the  physiological  and  educational  aspects 
of  this  subject  in  an  admirable  little  treatise — ‘‘ hat  is  Play  ? Edinburgh, 
1877;  a -work  which  may  be  recommended  to  the  perusal  of  every  student 
and  practitioner  of  medicine. 
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William  Jennei',  how  this  poAver  of  spontaneous  and  Avhole- 
some  bodily  movement  is  disturbed  in  the  ricketty  cachexia. 
It  might  be  added  that  in  almost  every  serious  disease  of  early 
infoncy  and  childhood  it  is  possible,  by  studying  carefully  the 
relation  of  the  spontaneous  movements  to  each  other,  and  to 
the  attitude  and  expression  of  the  child,  its  cries,  smiles, 
inarticulate  noises,  its  colour,  state  of  general  nutiition, 
behaviour  in  sleep  and  in  Avaking,  to  arrive  at  a reasonable, 
and  often  a perfectly  just,  conclusion,  as  to  the  general  nature 
and  locality  of  the  disease.  If  there  is  paralysis  in  any  limb; 
if  the  spine  or  any  individual  joint  is  Aveak  or  pained;  if  the 
breathing  is  obstructed  ; if  the  abdomen  is  pained  and  tender, 
or  distended ; if  the  bony  skeleton  is  too  yielding,  and  does  not 
afford  the  requisite  support,  or  affords  it  only  Avith  pain ; in 
each  case  there  is  a typical  departure  from  the  normal  attitudes 
and  modes  of  activity,  as  displayed  in  the  Avaking  moments ; 
or  from  the  happy,  quiet  sleeping  existence  of  the  healthy 
infant.  Of  course  it  is  absolutely  necessary  that  the  survey 
should  be,  as  far  as  possible,  complete  and  deliberate ; do  not, 
therefore,  confine  the  observation  to  the  face,  or  be  satisfied 
Avith  feeling  the  pulse,  and  looking  at  a bundle  of  clothes. 
Note  the  colour  of  the  cheeks,  the  heat  of  the  skin  all  over  the 
body , the  pi  esence  (especially  in  sleep)  of  tAAutchings,  startings, 
sudden  catch  ings  of  the  breath,  or  breathing  Avith  effort  and 
Avith  impeifect  expansion  of  the  chest ; observe  the  descent  of 
the  diajihragm,  the  eleA’ation  of  the  ribs  on  both  sides,  the  state  of 
the  abdominal  Avail  and  its  contents,  the  state  of  the  fontanelle, 
the  size  of  the  head  as  compared  Avith  the  body,  and  any  abnormal 
flattening  of  the  vertex  or  projection  of  either  frontal  region ; 
the  fulness  of  the  veins  of  the  head  and  neck,  the  presence  or 
absence  of  local,  or  undue,  perspirations ; obserA^e  if  the  eyes  are 
completely  closed,  as  in  healthy  sleep,  or  half-closed  as  in  some 
febiile  and  cerebral  diseases;  if  the  child  buries  its  head  in  the 
pilloAv,  01  has  the  hair  Avorn  aAA'ay,  as  it  AA’ere,  on  some  parts  of 
the  head,  or  has  the  neck  tAvisted  backAvards,  and  stiff ; or,  at 
a more  advanced  age,  if  he  grinds  the  teeth,  or  picks  the  nose 
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habitually ; if  the  nostrils  are  dilated  in  inspii'ation,  and  if  there 
is  any  noise  in  the  larynx,  or  in  the  chest ; if  the  surface  shows 
any  eruptions,  or  the  mouth  and  anus  any  mucous  patches  or 
condylomata,  or  other  evidence  of  syphilitic  disease ; if  the 
muscles  are  flabby  or  well-nourished ; if  the  abdomen  is  re- 
tracted, or  tumid  and  resistant,  or  soft,  natural,  and  easily 
manipulated.  All  or  most  of  these  observations  can  be  made 
even  in  a sleeping  child  without  disturbing  it  too  much ; but 
of  course  it  will  be  best  to  take  them  in  the  order  most  con- 
venient for  this  end.  The  pulse  and  respiration  should  also  be 
numbered,  if  jjossible,  during  sleep.  Other  observations,  as  on 
the  mouth,  gums,  teeth,  tongue,  throat,  nosti’ils,  ears,  as  also  all 
detailed  physical  explorations,  should  be  postponed  until  all  the 
information  that  can  be  jDrocured  during  sleep  and  waking  from 
these  j^hysiognomic  data  has  been  carefully  gathered  and  noted, 
and  until  some  questions  as  to  previous  history  have  been  put. 

Most  of  the  infei’ences  to  be  drawn  from  the  preceding 
observations  will  be  commented  on  in  other  parts  of  this 
book.  We  may  here,  therefore,  fitly  close  our  chapter  on  the 
physiognomy  of  disease.^ 

1 For  consultation,  by  those  who  may  wish  to  follow  out  the  medical  litera- 
ture of  this  subject,  the  following  authorities  may  be  inferred  to,  with  a 
caution,  however,  in  the  case  of  some  of  them,  sufficiently  indicated  in  the 
opening  paragraphs  of  this  chapter: — Galen  on  the  Temperaments,  especially 
in  his  treatise  “De  Temperamentis,”  (Trcpl  Kt)u<Ti(ov) ; and  elsewhere  in  many 
places,  for  which  see  the  general  index,  Kiihn’s  edition,  vol.  XX.,  p.  588.  For 
a more  brief  resume,  see  Paulus  Algineta,  translated  by  Adams,  Vol.  I., 
pp.  84 — 86.  Lavater,  “ L’Art  de  Connaitre  les  Hommes  par  la  Physionomie,” 
Paris,  1800-7.  Baumgaertner,  “ Physiognomice  Pathologica,”  with  Atlas  in 
folio,  1839.  Sir  Charles  Bell,  “Essays  on  the  Anatomy  and  Philosophy  of 
E.xpression,”  London,  1824  ; 6th  edit.,  1872.  Laycock,  Lectures  in  “Med. 
Times  and  Gazette,”  1862,  Vol.  I.  Corfe,  “Med.  Times  and  Gazette,”  1867. 
Vol.  I.  Charles  Dai-win,  “The  Expression  of  the  Emotions  in  Man  and 
Animals”  1872,  and  later  editions  ; a work  full  of  original  suggestion  and 
philosophical  research,  though  not  specially  occupied  with  disease,  or  with  its 
physiognomic  expression. 
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CHAPTER  II. 

EXAMINATION  AND  REPORTING  OF  MEDICAL 

CASES. 

CASE  TAKING. 

1 N examining  cases  brought  under  his  notice  a physician 
is  guided  by  the  circumstances  in  wliich  he  finds  the 
patient,  and  by  his  knowledge  and  experience  of  the  condition 
with  which  he  has  to  deal,  and  so  one  case  is  approached  in 
one  way,  and  another  in  quite  a difierent  manner.  No  one 
method  can  actually  be  ajiplied  to  all  cases ; indeed  no  one 
method  could  possibly  be  the  best  if  used  indiscriminately. 
When  a patient  is  gasping  for  bx’eath.and  scarcely  able  to  speak, 
we  must  reserve  our  questions  for  the  most  imjxoi'tant  points. 
M hen  a patient  is  delirious,  muddled,  or  obviously  unreliable, 
it  is  "vain  to  try  to  procure  from  him  a connected  statement  of 
his  history  and  his  sensations.  If  actually  insensible,  or  in  a 
fit,  we  dare  not  delay  our  examination  of  his  condition,  so  far  as 
this  gan  be  ascertained,  simply  because  we  would  prefer  to  await 
the  aiiival  of  information  as  to  the  previous  history  or  the  mode 
of  attack  such  delay  (apai’t  from  all  practical  questions  of 
treatment)  might  deprive  us  of  the  only  opportunity  of  ascer- 
taining the  nature  of  the  ailment.  Noi*  woiild  a j>hysician 
explore  the  family  history  of  a person  with  scabies  in  the  same 
way  in  which  he  would  investigate  this  part  of  a phthisical  case; 
his  questions  directed  to  the  patient  with  scabies  on  this  matter 
would  probably  be  limited  to  a few  pointed  inquiries  to  ascertain 
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the  infectious  character  of  the  eruption,  fi’om  its  presence  in 
other  members  of  the  family.  Usually  we  begin  by  inquiring 
more  or  less  fully  what  the  patient  feels  to  be  wrong ; this  serves 
to  direct  the  first  part  of  our  physical  exploration  of  the  organs, 
and  the  mischief  detected  there  often  sends  us  back  to  inquire 
into  the  exact  way  in  which  the  illness  began,  the  previous 
health,  and  the  family  history ; certain  points  thus  ascertained 
may  demand  a renewed  examination  of  the  organs,  or  the  ex- 
ploration of  other  parts. 

In  urgent  cases  we  seize  upon  the  severest  symptoms,  the 
dyspnoea  or  pain  for  example,  and  try  to  get  the  greatest  infor- 
mation attainable  at  the  least  cost  to  the  patient,  sparing  him 
as  much  as  possible  the  fatigue  of  questioning  or  of  physical 
examination,  according  as  the  one  or  the  other  causes  the 
greatest  annoyance  or  danger,  filling  up  the  gaps  from  the 
iixformation  supplied  by  the  attendants. 

When  there  are  obvious  features  of  capital  importance,  such 
as  jaundice,  febrile  eruptions,  bronzing  of  the  skin,  pulsating 
tumour  in  the  neck,  serious  haemorrhages,  profound  anajmia,  and 
the  like,  we  often  begin  with  these  facts,  and  having  ascertained 
their  origin,  proceed  in  our  inquiries  to  the  other  parts  of  the 
case  and  its  earlier  history. 

When  the  illness  is  obscure,  a more  systematic  examination 
of  all  the  organs  and  functions  of  the  body,  and  an  equally 
careful  inquiry  into  the  history  of  the  patient  and  his  family, 
may  be  required  to  unravel  the  difiiculties. 

In  reporting  cases,  likewise,  veiy  different  methods  are  pur- 
sued by  the  same  physician,  according  to  the  varying  peculiari- 
ties and  the  different  points  of  interest  and  importance  in  each 
case,  and  also  according  to  the  object  he  has  in  view  in  making 
the  record. 

The  student  in  the  medical  wards,  however,  is  not  placed  in 
exactly  the  same  position.  The  cases  assigned  to  him  for 
reporting  are  usually  selected  by  those  in  charge  of  the  patients, 
and  they  seldom  fail  to  warn  the  student  when  prolonged 
physical  examinations  would  be  dangerous,  or  when  special 
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parts  of  the  investigation  must  be  omitted  or  passed  over 
slightly.  To  the  student,  thez'efore,  a more  uniform  plan  can 
be  recommended,  and  it  is  the  more  useful  to  him  as  without 
some  method  to  guide  him  lie  is  apt  to  omit  noticing  various 
important  features  of  the  ailment.  This  may  aidse  from  forget- 
fulness, and  from  there  being  so  many  points  which  have  to'’ be 
investigated ; but  the  student  is  likewise  apt  to  omit  important 
parts  of  the  inquiry  from  supposing  that  the  indications  of 
disease  found  by  him  in  one  part  are  sufficient  to  account  for 
the  whole  illness ; having  found,  for  example,  the  presence  of 
albumen  in  the  urine  and  other  evidence  of  renal  disease,  the 
beginner  may  never  think  of  examining  the  heart,  and  may  set 
down  a distinct  loss  of  vision  to  some  accidental  coincidence. 

It  is  in  the  examination  of  the  actual  state  of  the  patient 
(status  prasens)  that  the  student  chiefly  requires  the  assistance 
of  some  method  in  his  investigation  of  the  various  symptoms  and 
physical  signs.  The  folloAving  plan  is  recommended  by  Professor 
banders,  who  has  devoted  much  consideration  to  this  subject. 
A division  into  “Anatomical  Regions”  and  “Physiological 
Systems  ” is  first  made,  as  it  assists  in  reviewing  the  signs  and 
symptoms  of  disease  ; by  dealing  with  these  regions  and  systems 
methodically  we  can  detail  the  “signs”  and  the  “symptoms” 
separately,  under  each  system  ; we  thus  save  allied  facts  from 
being  divorced  from  each  other,  and  yet  prevent  the  confusion 
which  IS  apt  to  arise  from  mixing  up  diverse  symptoms  and 
signs  together.  The  “ Regions,”  also,  can  be  combined  with  the 
“Systems,”  by  classifying  the  systems  under  the  regions accord- 
ing  to  the  situation  of  their  principal  organs. 

A preliminary  division  which  is  found  convenient  is  to  separate 
the  “ External  from  the  “ Internal.”  Under  the  Extemal 
portion  may  be  included  those  obvious  features  which  go  to 
torm  the  physiognomy  of  disease,”  or  refer  to  the  peculiarities 
of  the  patient.  The  temperature  of  the  body,  although  really 
an  internal  phenomenon,  is  usually  judged  of  by  the  feeling 
of  the  skin,  or  by  the  application  of  a thermometer  to  the 
axilla;  it  is  thus  included  under  this  department.  The  con- 
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formation,  weight  and  muscular  development,  the  apparent 
age  as  compared  with  the  real  age,  the  expression  and  com- 
plexion of  the  face,  the  j)resence  of  dropsy,  the  posture,  and 
the  like,  come  in  here.  An  examination  of  the  skin  for  erup- 
tions of  any  kind,  and  a survey  of  the  limbs  and  joints,  for  any 
signs  of  disease,  likewise  fall  to  this  portion  of  the  investigation. 
Such  facts  as  glandular  enlargements  may  either  be  stated  in 
this  eonnection,  or  in  a more  detailed  manner  in  connection 
Avith  the  regions  where  they  are  noticed ; the  extent  of  these 
affections  usually  determines  our  choice  in  such  cases. 

The  Internal  examination  may  be  subdivided  into  the 
“ Regions  ” of  the  Head,  Thorax,  and  Abdomen.  The  Head 
ineludes  the  great  organ  of  the  “ Nervous  system,”  and  as  the 
spinal  and  peripheral  nervous  systems  cannot  well  be  separated 
from  the  cerebral,  in  any  preliminary  examination,  we  include 
all  parts  of  the  nervous  system  in  this  regional  division.  The 
Thorax  contains  the  great  central  organs  of  the  “ Respiratory  ” 
and  “ Circulatory  ” systems,  and  as  these  cannot  be  duly 
examined  Avithout  considering  the  peripheral  portions,  they  also 
are  dealt  Avith  all  together  under  this  region.  The  Abdomen, 
likewise,  as  a I’egion,  supplies  us  with  tAvo  systems  the 
“Digestive”  and  the  “ Geni to- urinary  ” — for  a complete  ex- 
ploration in  their  whole  extent. 

It  is  supposed  to  be  an  advantage  to  begin  ahvays  Avith  the 
External  part  of  the  examination,  as  some  points  of  it  are  other- 
Avise  apt  to  be  overlooked  ; it  can  usually  be  rapidly  dismissed 
unless,  indeed,  it  constitutes  the  principal  part  of  the  case.  In 
the  Internal  regions  Professor  Sanders  recommends  us  to  deal 
Avith  the  systems  Avhose  gi’eat  organs  are  contained  in  the  same 
cavity  before  proceeding  to  the  others ; to  discuss  the  heart  and 
lungs  in  sequence,  for  example,  before  proceeding  to  the  digestive 
and  genito-urinary  systems  and  then  organs  contained  in  the 
abdomen. 

We  begin  Avith  the  system  Avhich  seems  from  the  histoiy  or 
from  the  general  aspect  of  the  case  to  be  the  one  most  essentially 
affected,  and  Ave  also,  of  course,  consider  it  in  much  fuller  detail. 
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Hospital  cases  are  usually  so  far  prepared  for  the  student  by 
the  previous  record  of  the  temperature  and  the  preservation  of 
the  ui’ine  and  exj)ectoi’ation  for  his  inspection, 

“ If  we  find  orthopnoea,  general  anasarca,  and  distended 
jugular  veins,  we  begin  with  the  circulatory  system. 

“ If  we  find  purulent  expectoration,  emaciation,  and  clubbed 
finger  ends,  we  begin  with  the  respiratory  system, 

“ If  we  find  albuminous  urine  and  pale  i)ufiy  countenance, 
we  begin  with  the  urinary  system. 

“ If  we  find  jaundice  and  protuberant  abdomen,  we  begin 
with  the  digestive  system. 

“ If  we  find  paralysis  or  convulsive  twitches,  we  begin  with 
the  nervous  system,  and  so  forth.”  (Dr.  William  Roberts.) 

These  anatomical  and  physiological  divisions  could  never,  how- 
ever, preserve  us  from  making  serious  omissions  in  our  reports, 
unless  each  detail  in  each  system  were  investigated  with  an  absurd 
and,  indeed,  a reprehensible  completeness.  The  manifestations  of 
disorder  in  the  various  systems  often  appear  in  tlie  most  unex- 
pected quarters.  These  points  can  only  be  learned  by  a varied 
experience  of  morbid  conditions,  such  as  the  beginner  cannot  be 
expected  to  possess.  The  detailed  description  of  the  symptoms 
dealt  with  in  the  sequel  may  supply,  to  some  extent,  from  the 
experience  of  others,  the  want  thus  felt  by  a beginner,  so  that 
when  he  comes  upon  any  of  these  symptoms  he  may  know  how 
to  pursue  the  investigation  in  its  various  ramifications,  and  to 
estimate  to  some  extent  the  bearing  of  the  facts  on  the 
diagnosis. 

As  an  indication  of  the  points  to  be  investigated  under  each 
heading,  and  the  order  in  which  the  inquiry  may  be  taken  up, 
the  following  tabular  statement  is  appended.  It  is  used  by  Di*. 
Sanders  in  his  clinique  at  the  Edinburgh  University: — 

DISEASE.  EESULT. 

Preliminaries — 1,  Name.  Age.  Occupation,  Residence.  Date  of 
admission.  No.  of  Bed  and  Ward. 

2.  Complaints,  as  stated  by  patient,  or  reported  by  friends  ; or 
obvious  morbid  conditions,  e.y.,  Jaundice, 
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3.  History  of  present  attack  ; of  previous  health.  Family  history. 
Social  history. 

Present  Condition — 

Re(jiona  A,  External. — 1.  General  condition  as  to  development, 
height,  weight,  muscularity,  posture.  2.  Expression  of  face. 
3.  Integument ; temperature,  perspiration,  eruptions,  tumours, 
&c.  4.  Condition  of  limbs  and  joints. 

Regions  B,  Internal. 

Commence  with  the  region  and  system  affected,  and  describe  all  the 
systems  of  a region  before  going  to  another. 

He.vd,  Nervous  System — 

Peripheral — Nerves  ; motion,  sensation,  special  senses. 

Central — Brain  and  spinal  cord  ; Intelligence,  sleep,  headache,  &c. 

Thorax,  Respiratory  System — 

Peripheral — Nose  ; action  of  alae  nasi.  Larynx ; voice  (laryngo- 
scope). Trachea.  Cough. 

Central — Lungs  and  pleura. 

Examination  of  these  as  to — 

(a)  Symptoms — Number  of  respirations,  dyspnoea,  pain,  cough, 
expectoration,  haemoptysis,  &c. 

[b)  Physical  Signs — Inspection,  palpation,  percussion,  auscultation. 

Thorax,  Circulatory  System — 

Peripheral — Arteries ; veins,  &c.  Pulse,  number,  character,  varia- 
tions. 

Central — Heart,  and  large  vessels  within  thorax. 

Examination  of  these  as  to — 

(а)  Symp>toms — Cardiac  dyspnoea,  palpitation,  pain  at  precordia, 
syncope,  angina  pectoris. 

(б)  Physical  Signs — Inspection,  palpation,  percussion,  auscultation. 

Abdomen,  Digestive  System— 

Symptoms — Teeth,  tongue,  deglutition,  hunger,  thirst,  digestion* 
vomiting,  bowels. 

Physical  Signs — Inspection,  &c.,  of  abdomen.  Tumours.  Liver 
and  spleen. 

Abdomen,  Genito-Urinary  System — 

■ Frequency  of  micturition,  pain,  &c. 

Urine ; amount  in  24  hours,  sp.  gr.,  colour,  reaction,  odour, 
deposits,  chemical  qualities. 

Menstruation,  lactation,  pregnancy. 
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Diagnosis — Full;  including  causes  and  all  the  lesions  and  disorders 
arranged  in  order  of  importance  and  succession. 

Prognosi.s — Immediate  and  remote. 

Treatment — Principles,  indications  and  special  prescriptions. 

Progress  and  Termination. 

THE  PERSONAL  HISTORY. 

The  History  of  the  illness  under  obsei’vation  should,  a.s  a rule, 
be  taken  separately  from  the  record  of  the  previous  health  of 
the  patient.  We  begin  by  seeking  to  know  what  symptom,  or 
combination  of  symptoms,  or  what  circumstance  has  brought 
the  patient  into  the  hospital,  or  made  him  seek  medical  advice. 
The  points  regarded  by  the  pereon  himself  as  important  are 
thus  obtained,  and  should  always  be  recorded  at  the  beginning 
of  our  reports,  even  although  they  may  not  seem  to  us  tlie  most 
essential  features  of  the  illness.  The  subsequent  course  of  the 
case  has  often  much  light  thrown  upon  it  by  this  record  of  these 
early  indications,  for  the  patient  may  feel  the  importance  of 
certain  things  which  may  be  overshadowed  in  our  minds  by 
considerations  based  on  our  theoretical  view  of  the  disease. 

Taking  these  leading  complaints  as  our  basis,  Ave  try  to 
discover  the  date  at  which  they  appeared,  the  order  and  sequence 
of  the  symptoms,  and  the  relative  severity  of  the  different  parts 
of  the  illness  at  different  times,  and  particulai’ly  the  date  at 
Avhich  the  disease  laid  the  pei’son  aside  from  work,  and  confined 
him  to  the  house,  or  to  his  bed,  as  the  case  may  be.  Having 
traced  the  date  and  origin  of  the  present  complaints,  we  seek  to 
ascertain  if  they  arose  in  the  midst  of  health,  or  if  they  sprang 
out  of  some  previous  illness  or  general  derangement.  If  it 
appears  that  the  patient  regards  the  present  trouble  as  definitely 
originating  in  some  other  illness,  or  if  from  the  knoAvn  facts  of 
disease  this  relationship  seems  probable  to  ourselves,  we  begin 
our  history  of  the  present  illness  with  an  account  of  the  former 
one  out  of  Avhich  it  has  seemed  to  spring.  But  if  the  present 
illness  cannot  be  well  defined  by  a date  of  previous  health,  or 
if  the  history  is  entangled  in  a long  story  of  former  disease  or 
general  delicacy,  it  usually  conduces  to  simplicity  to  begin  by 
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taking  tlie  history  of  the  present  aggravation  of  the  condition 
separately,  and  to  include  the  former  part  of  the  illness  in 
the  account  of  the  previous  health  of  the  patient.  For  example, 
if  we  find  that  dyspnma,  dropsy,  (kc.,  constitute  the  chief  com- 
plaints of  the  patient,  if  these  have  existed  for  two  or  three 
months,  and  seem  to  date  from  a second  attack  of  rheumatic 
fever,  six  months  ago,  we  begin  with  this  second  attack  of 
rheumatism,  we  trace  the  sequence  of  events  from  it,  and 
reserve  a detailed  account  of  the  first  rheumatic  attack,  and 
any  former  illness,  for  the  other  part  of  the  case  which  deals 
with  the  previous  history  of  the  patient.  But  if  we  find  a 
serious  htemoptysis,  or  a violent  pain  in  the  chest,  or  severe 
headache  and  vomiting  to  form  the  obvious  and  urgent  com- 
plaint of  a patient  on  admission,  we  deal  first  with  the  origin 
and  course  of  these,  even  although  it  may  be  certain  that  the 
patient  has  long  been  the  victim  of  chronic  lung  disease. 
Having  traced  the  history  of  these  urgent  features  of  his 
complaint,  we  can  go  back  and  try  to  unravel  the  tangled  web 
of  clu'onic  ill  health  in  all  its  various  manifestations. 

In  the  case  of  childi’en,  and  especially  of  young  children,  we 
may  often  save  time  by  ascertaining  from  the  mother  the  point 
in  the  child’s  age  up  to  which  it  was  regarded  as  healthy.  We 
may  note  in  passing  whether  the  child  was  suckled,  or  how  it  was 
fed,  when  it  was  weaned,  when  dentition  began,  and  when  the 
child  began  to  walk.  From  this  period  of  health  we  trace  all 
its  illnesses  onwards,  up  to  the  present,  even  although  there 
may  not  be  much  connection  between  them.  If,  again,  the 
child  has  been  delicate  from  birth,  or  troubled  with  many 
recurring  illnesses  from  the  beginning,  it  is  equally  important 
to  procure  a connected  history  of  all  these,  so  as  to  judge  of 
the  child’s  prospects  in  the  present  attack  of  whatever  kind 
this  may  be. 

In  procuring  the  history  of  an  illness  from  the  patients  or 
their  friends,  we  should  try  to  get  the  facts  as  known  or  observed 
by  themselves,  rather  than  mere  names  received  from  others  or 
theoi-etical  conceptions,  such  as  “inflammation,”  “brain  fever,” 
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dncl  the  like.  Calling  an  illness  “ Elieumatism,”  for  example,  may 
quite  mislead  us  in  the  history  of  cases  which  really  depend  on 
spinal  meningitis  or  locomotor  ataxy.  We  must  try  to  learn 
from  the  patient  or  his  friends,  in  such  a case,  what  evidence 
there  was  of  the  so-called  rheumatic  attack,  whether  it  was 
associated  with  swelling  of  the  joints,  whei-e  the  pain  was 
localised,  whether  there  was  feverishness,  and  so  forth.  The 
story  of  an  inflammation  of  the  chest  or  lung  must,  likewise,  be 
recorded,  with  such  additional  information  as  can  be  obtained  ; 
this  may  tend  to  confirm  or  to  throw  doubt  on  the  name  given. 
Sometimes,  however,  Avhen  the  name  of  the  disease  is  given 
with  some  precision,  and  stated  on  the  authority  of  some 
medical  man,  or  in  connection  with  some  hospital,  we  may 
accept  the  name  of  the  disease,  adding  in  our  notes  the  authority 
on  Avhich  we  do  so. 

In  following  uj)  the  sequence  of  symjitoms  Ave  also  aim  at 
representing  in  our  report  the  fivcts  of  the  illness  as  actually 
experienced  and  complained  of  by  the  patient,  aj^art  from  all 
theoretical  a’Icavs  ; some  patients  are  A'ery  fond  of  importing 
these  into  their  narrative.  The  reality  or  severity  of  certain 
symptoms  may  often  be  usefully  indicated  by  stating  special  facts, 
for  example,  in  a case  of  SAvelling  of  the  belly,  that  the  skirts 
had  to  be  Avidened,  or  that  the  trousers  could  not  be  buttoned ; 
or  in  a case  of  weakness,  that  the  person  could  not  AV’alk  across 
the  floor  without  assistance  j or  in  the  case  of  pain,  that  the 
patient  could  get  no  sleep,  or  that  he  screamed  out,  or  fainted 
in  connection  Avith  it.  Details  like  these  guide  our  estimate  of 
the  value  of  the  history  as  derived  from  the  patient.  We 
must,  likeAvdse,  make  use  of  our  OAvn  knowdedge  to  check  the 
patient  s history,  particularly  in  putting  special  questions  to  make 
sure  of  the  real  facts  Avhen  the  account  seems  improbable  or 
incredible.  We  may  also,  after  getting  the  history  from  the 
patient,  inquire  as  to  whether  ceidain  symptoms  Avere  not 
present,  as  he  may  have  forgotten  them,  but  Ave  must,  if  possible, 
avoid  putting  ideas  into  our  patients’  minds  ; leading  questions 
must  be  sparingly  used,  or  at  least  reserA^ed  for  the  end  of  the 
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interrogation,  and  to  bring  out  negative  points  in  the  case  with 
clearness  and  precision. 

The  history  of  the  -previous  health  should  be,  in  part,  of  a 
general  kind,  such  as  patients  can  readily  supply ; the  dates  and 
durations  of  previous  illnesses  should,  as  a I’ule,  be  specified,  as 
well  as  the  names  of  the  diseases ; the  general  state  of  the 
strength,  and  the  date  of  any  deterioration  in  this  respect  must 
likewise  be  noted.  But  in  addition  to  this  general  sketch  we 
must  often  put  special  questions  as  to  special  points,  which  the 
patient  might  otherwise  overlook.  Thus,  in  cases  of  heart 
disease,  we  always  inquire  about  rheumatism ; the  indications 
of  this,  especially  in  childhood,  are  often  so  slight  that  they 
might  easily  be  missed  without  some  special  inquiry.  In  cases 
of  spinal  paralysis,  aneurism,  and  some  other  affections,  we 
must  inquire  for  any  strain  or  inj  ary,  and  we  note  its  date  and 
the  exact  manner  in  which  it  happened.  We  must  often, 
indeed,  go  back  upon  the  history  of  our  patients,  especially  as 
regards  this  earlier  portion  of  it,  after  the  examination  of  the 
case  in  various  ways  has  guided  us  so  far  to  the  diagnosis. 
Sometimes,  moreover,  as  described  in  the  section  on  “ Family 
History,”  (see  p.  47)  we  must  search  about  in  our  questions  for 
diseases  allied  to  the  one  suspected  to  exist,  using  popular 
names  likely  to  be  known  by  the  patient  or  his  friends. 

The  inquiry  as  to  previous  venereal  diseases  is  often  import- 
ant, but  must  be  approached  with  delicacy  in  the  case  of 
women,  especially  those  who  are  young  and  ajiparently  respect- 
able. We  may  often  gain  some  information  as  to  syphilis  in 
an  indirect  way,  by  inquiring  for  a history  of  sore  throat,  skin 
eruptions,  nodes,  and  falling  out  of  the  hair  ; or,  in  the  case  of 
those  who  have  had  children,  whether  any  of  these  were  born 
dead,  whether  there  had  been  any  miscarriages,  whether  the 
children  born  alive  had  eruptions  on  their  buttocks,  snuffles,  or 
the  like.  We  can  seldom  place  miich  reliance  on  the  mere 
denial  of  syphilis,  but  with  tact  in  approaching  the  subject  we 
can  often  obtain  the  history  and  date  of  infection.  The  history 
of  gonorrhoea  is  important  in  certain  arthritic  affections,  and 
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particularly  in  cases  of  urinary  irritation,  as,  when  stricture 
follows  it,  the  bladder  and  kidneys  are  often  involved.  Syphilis 
has  to  be  considered  in  the  history  of  a multitude  of  diseases — 
skin  diseases,  nervous  aftections  of  various  kinds,  disease  of  the 
liver,  amyloid  degenei’ation  of  the  liver  and  kidneys,  aneurism, 
and  other  forms  of  disease  of  the  bloodvessels,  laryngeal 
ulceration,  Ac.,  Ac. 

Social  History ; Habits. — Certain  points  not  of  a purely 
medical  character  are  usually  inquired  into,  in  addition  to 
the  bare  facts  as  to  age,  occupation,  residence,  marriage, 
&c.,  which  are  taken  in  all  cases  for  the  routine  purposes 
of  the  hospital  records  •,  special  ^joints  must  often  be  searched 
out.  The  age  may  suggest  a comparison  between  the  alleged 
and  the  apparent  age.  The  occuiiation  may  have  to  be 
scrutinised  as  to  the  special  peculiarities  of  the  employment, 
and  the  exposure  to  evil  influences  known  to  beset  certain 
trades ; former  occupations  sometimes  explain  eertain  ailments. 
The  residence  may  raise  questions  as  to  the  healthiness  of  the 
locality,  its  freedom  from  certain  diseases  and  its  exj)osure  to 
others ; the  accommodation  in  the  jjarticular  house  may  also 
have  to  be  investigated,  as  regards  its  cubic  space,  its  water- 
supply,  drainage,  Ac. ; former  residences,  exposure  to  malarious 
influences,  to  tropical  climates,  &c.,  have  often  to  be  inquii’ed 
for,  and  the  results  must  in  many  cases  be  recorded  even  when 
they  are  negative.  The  effect  of  marriage,  its  date,  and  the 
number  of  children  born  alive  and  dead  must  also  be  recorded^ 
in  the  case  of  women  the  number  and  date  of  miscarriaeres  and 
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abortions  should  also  be  noted  in  some  part  of  the  report. 

The  kind  of  food  habitually  used  often  supplies  very  impoi’tant 
light  as  to  certain  diseases : the  use  of  tea  in  excess,  or  to  the 
exclusion  of  milk,  vegetables,  potatoes,  Ac.,  often  explains 
scorbutic,  nervous  and  dyspeptic  disorders.  The  excessive  use 
of  tobacco  is  suggested  in  cases  of  cardiac  palpitation  or  pseudo- 
angina pectoris,  dyspepsia,  dimness  of  vision,  and  other  nervous 
troubles.  The  use  of  alcoholic  stimulants  must  be  inquired 
'into  in  cases  of  liver  disease,  renal  affections,  dyspeptic 
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■complaints,  and  in  all  diseases  characterised  by  delirium,  with 
or  without  much  fever ; the  history  of  any  previous  intemperance 
often  explains  the  high  delirium  present,  and  has  great  im- 
portance in  the  prognosis  and  the  treatment.  The  form  of 
alcohol  used,  whether  beer  or  spirits,  is  sometimes  a matter  of 
importance ; we  must  likewise  ascertain  whether  a somewhat 
excessive  use  of  these  was  of  daily  occurrence,  or  whether  the 
excess  was  only  during  an  occasional  outbreak  in  the  course  of 
weeks  or  months. 

The  regular  use  of  other  stimulants  or  sedatives,  especially 
opium,  chloral,  and  chloi’oform,  must  sometimes  be  inquii’ed 
into. 

The  practice  of  masturbation  is  to  be  inquired  for  with  great 
caution,  as  we  must  avoid  suggesting  the  idea  of  evil  to  those 
whose  minds  are  free  from  any  such  notions,  but  in  certain 
cases  of  epileptic  seizures,  in  certain  forms  of  cardiac  palpi- 
tation, and  in  some  cases  of  nervous  prostration  and  sperma- 
torrhoea the  questions  must  be  put  with  clearness  in  the  interest 
of  the  patients,  for  their  warning,  quite  as  much  as  for  the 
benefit  of  the  diagnosis.  Excessive  venereal  indulgence,  whether 
within  the  married  state  or  not,  is  often  responsible  for  nervous 
■disorders,  spinal  paralysis,  locomotor  ataxy,  and  other  less 
definite  forms  of  disease.  These  effects  are  more  common  in 
the  male  than  in  the  female. 

FAMILY  HISTORY. 

The  importance  of  family  history  in  throwing  light  on  the 
tendency  to  special  disease  is  well  shown  in  life  insurance 
studies.  This  inquiry  embraces  a note  of  the  age  of  the  parents 
and  of  the  brothers  and  sisters  of  the  patient,  and  of  their  state 
of  health  if  alive,  of  the  ages  at  which  any  such  relatives  may 
have  died,  the  nature  of  the  illnesses  they  have  had,  and  the 
diseases  which  caused  their  death.  Inquiries  as  to  other 
relatives  are  occasionally  important,  especially  when  the 
number  of  brothers  and  sisters  is  small,  or  the  information 
regarding  them  obscure;  the  grandparents,  and  the  iincles 
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and  aunts  of  the  patient,  on  both  sides,  are  the  most 
important  in  this  respect.  In  going  beyond  tliese  to  half- 
brothers  and  sisters,  to  nephews  and  nieces,  to  cousins,  or 
even  to  the  children  of  the  patient,  we  necessarily  introduce 
complications  from  marriage;  these,  however,  may  sometimes 
be  allowed  for  in  summing  up  the  inquiry. 

Noav  all  this  information  can  seldom  be  obtained  with  any 
feeling  of  accuracy,  and  in  hospital  practice  the  deficiencies 
are  enormous.  We  should  begin  by  getting  the  bare  facts 
as  to  the  size  of  the  family,  the  ages  of  those  living,  and 
the  diseases  and  ages  of  those  who  have  died.  In  some 
cases,  Avhere  we  can  interrogate  the  mothers  of  children, 
with  suspected  syphilis  for  example,  Ave  should  also  try  to 
obtain  the  number  and  dates  of  the  miscarriages  and  still-births, 
ascertaining  Avhether  these  occuired  before  or  after  the  birth 
of  the  child  under  consideration.  The  further  prosecution 
of  the  inquiry  must  turn  upon  the  facts  thus  elicited,  and 
upon  the  other  facts  discovered  in  the  investigation  of  the 
illness.  Hence  we  often  reveii;  to  the  family  history  at  the 
end  of  the  inquiry,  to  bring  out  information  on  special  points 
as  to  the  health  or  history  both  of  the  living  and  dead.  When 
the  causes  of  death  alleged  are  doubtful  or  unsatisfactory,  Ave 
may  sometimes  judge  for  ourselves  from  the  facts  of  the  illness 
supplied  by  our  informants.  In  particular,  Ave  must  receive 
with  gx’eat  reserve  the  deaths  set  doAvn  to  “Teething,”  “Change 
of  Life,”  “Childbirth,”  “Cold,”  “Inflammation,”  &c.  Many 
deaths  are  set  down  to  childbirth  or  change  of  life  although  they 
were  really  due  to  phthisis,  Avhich  had  led,  perhaps,  to  sup- 
pression or  ii-regularity  of  the  menstruation  at  an  early  age, 
or  which  had  run  a rapidly  fatal  course  aftei'  childbirth. 
Regard  should  be  had  to  the  age  at  Avhich  such  a death 
occuiTed,  hoAv  long  the  confinement  had  been  sui-vived,  hoAv 
long  the  Aveakness  had  lasted,  and  whether  it  Avas  associated 
with  cough,  spitting  of  blood,  or  other  suspicious  symptoms. 
In  these  doubtful  cases,  inquiry  as  to  the  collateral  branches 
of  the  family  is  important ; — e.y.,  if  a patient’s  mother  is 
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leported  to  have  died  from  a cause  in  doubt  we  may  search 
with  advantage  into  the  history  of  the  maternal  uncles  and 
aunts.  “ Inflammation  of  the  Lung  ” and  “ Pleurisy  ” must 
be  scrutinised  in  the  same  way,  especially  if  other  deaths 
occurred  from  phthisis  or  pulmonary  affections  in  the  same 
family ; if  either  pleurisy  or  pneumonia  proved  fatal  after  a 
prolonged  illness,  we  may  suspect  that  these  were  allied  to 
phthisis,  or  that  some  scrofulous  tendency  existed  in  the 
constitution  of  the  victim.  The  name  of  “Bronchitis”  also 
covers  many  deaths  from  phthisis  : the  age  of  the  subject, 
the  duration  of  the  illness,  and  the  occurrence  of  lividity, 
dropsy,  &c.,  may  sometimes  guide  us.  “Worm  Fever,” 
“Intermittent  Fever,”  “the  dregs  of  the  measles,”  and  some 
other  terms  of  this  kind  are  often  merely  popular  names 
for  tubercular  disease.  Sudden  deaths  ascribed  to  apoplexy 
are  to  be  investigated  as  to  whether  the  death  was  almost 
instantaneous  or  whether  the  illness  lasted  at  least  some 
hours : in  the  former  case  cardiac  or  aneurismal  disease  is 
more  probable  than  apoplexy  • apoplectic  attacks  in  early 
manhood,  with  one-sided  paralysis,  are  to  be  suspected  as 
due  to  syphilitic,  cardiac,  or  renal  disease.  In  fact,  the 
name  must  be  regarded,  unless  substantiated  by  good  evi- 
dence, as  of  only  little  account  j all  the  knowledge  we 
possess  of  the  nature  of  diseases  and  their  relative  frequency 
at  particular  ages,  and  in  particular  countries,  must  be  brought 
to  bear  on  the  scrutiny,  and  some  familiarity  with  the  names 
of  diseases  in  common  use  among  the  poor  is  also  of  much 
A’’alue  in  hospital  inquiries. 

In  inquiring  into  the  illnesses  which  the  members  of  a family 
may  have  had,  it  is  desirable  to  suggest  various  diseases  allied 
to  the  one  known  or  suspected  to  exist  in  the  patient,  using  for 
this  pill  pose  various  names,  so  as  to  meet  the  limited  knowledge 
of  our  informers,  and  also  to  refresh  their  memories.  Thus  in 
regard  to  scrofulous  diseases,  we  ask  for  swollen  glands  or 
“ waxen  kernels,”  or  runnings  in  the  neck,  disease  of  the  spine 
and  other  bones,  bad  joints,  white  swellings  or  “ incomes,”  as 
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they  are  termed  in  Scotland,  disease  of  the  glands  of  the  bowels, 
water  in  the  head,  consumption  of  the  lungs,  or  decline,  or 
weakness  of  the  chest  with  spitting  of  blood,  and  so  on,  we 
may  in  this  way  get  at  the  facts  when  a more  general  question 
fails.  It  is  wise,  also,  in  many  cases  to  avoid  disagreeable 
words,  such  as  scrofula,  in  the  first  instance  at  least,  as  many 
people  are  so  annoyed  at  the  suggestion  of  such  aflTections  being 
in  their  family  that  they  feel  shy  of  giving  any  detailed  infor- 
mation. In  inquiring  for  a family  history  of  cancer  we  should 
likewise  be  chary  of  mentioning  this  dreaded  name,  at  least  if 
our  patient’s  disease  is  only  of  doubtful  malignancy,  trying 
rather  to  get  our  informants  to  volunteer  statements  on  the 
subject,  and  searching  for  the  information  wanted  under  the 
names  of  growths,  tumours  in  the  breast  or  elsewhere,  disease 
of  the  liver,  stomach,  or  womb,  with  wasting,  jaundice,  dropsy, 
floodings,  &c. 

We  must  further  bear  in  mind,  in  these  inquiries,  the  varia- 
tions of  allied  diseases  which  appear  in  different  membei*s  of 
the  family,  and  in  different  generations ; by  asking  for  such  by 
name  we  often  refresh  the  memory  of  our  informants.  Heart 
disease,  rheumatism,  chorea,  psoriasis,  and  some  other  cutaneous 
affections,  and  perhaps  renal  conci’etions,  and  emphysematous 
bronchitis,  appear  to  replace  each  other  in  different  members  of 
the  same  family.  The  scrofulous  group  has  been  already 
referred  to.  The  neurotic  group  includes  the  various  forms  of 
neuralgia,  epilepsy,  hypochondriasis,  hysteria,  and  insanity ; 
apoplexy  and  hemiplegia  may  (perhaps  doubtfully)  be  included 
in  this  group,  their  hereditary  character  seems  rather  to  be 
associated  with  vascular  disorders.  Gout,  disease  of  the  liver, 
contracted  kidney,  renal  calculus  and  gi’avel,  and  angina 
pectoris  form  another  allied  group ; and  these  have  also  some 
affinity  with  the  disorders  connected  with  arterial  degenerations. 
Syphilis,  which,  of  course,  has  marked  hereditary  characters, 
assumes  siich  a multitude  of  forms  as  to  preclude  enumeration, 
but  the  tendency  is  for  such  syphilitic  diseases  to  fail  in  the 
course  of  time  from  early  death  or  sterility.  Abortions,  still- 
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births,  early  deaths  in  infancy  associated  with  cutaneous 
eruptions  on  the  buttocks,  and  Avith  snuffles,  are  important  in 
many  family  histories ; nervous  deafness,  opacities  of  the 
cornea,  notched  teeth,  e])ilepsy  and  imbecility  are  occasional 
manifestations  of  the  same  disorder  in  those  childi’en  who 
survive ; in  adult  subjects  who  have  acquii’ed  syphilis  we  must 
either  put  the  question  of  infection  directly  or  investigate  their 
symptoms  and  condition  when  the  question  of  syphilis  is 
important  in  the  family  history  Ave  are  studying. 

Although  family  history  is  chiefly  useful  in  determining  the 
tendency  to  certain  chronic  and  constitutional  affections,  or  to 
premature  decay  of  the  individual  or  of  certain  organs,  we  find, 
likewise,  a tendency  in  some  families  to  special  fevers — enteric 
fever,  for  example — and  even  to  certain  degi-ees  of  severity  or 
to  special  complications — as  intestinal  li£Emorrhage — and  this 
may  guide  us  at  times,  especially  in  prognosis.  The  haemori'hagic 
diathesis  itself  is  sometimes  clearly  hereditary. 

But  supposing  Ave  have  fairly  collected  all  the  information 
above  indicated,  certain  precautions  are  required  in  drawing  our 
inferences.  These  are  due  to  hereditary  diseases  missing  at 
times  the  parents  of  our  patient,  or  even  the  Avhole  generation ; 
or  to  the  diseases  m question  only  appearing  at  ages  beyond 
those  available  in  the  study  of  oiir  patient’s  history ; or  to  the 
members  of  the  family,  Avho  might  haA^e  been  affected,  haAing 
been  cut  off  by  accident  or  by  Avhat  may  be  termed  accidental 
disease  (fevers  and  many  acute  diseases).  A large  family,  with 
all  the  living  members  groAAui  up  to  middle  or  advanced  life, 
shoiild  show  pretty  clearly  the  tendency  of  their  family  consti- 
tution, but  even  then  cancer,  for  example,  is  so  notoriously  dis- 
posed to  appear  at  the  later  periods  of  life  that  it  may  be  absent 
from  the  family  history  at  the  time  Ave  are  in  search  of  it.  A 
child  may  die  of  cancer  supposed  to  be  quite  unknoAAm  in  the 
family  till  perhaps  its  jiai’ent  dies  of  the  same  disease  many 
years  later.  This  defect  might  be  supposed  likely  to  be  siq^ple- 
mented  by  the  history  of  the  uncles  and  aunts,  or  of  the  grand- 
pai-ents  or  the  grand-uncles  and  aunts  of  our  patient;  but  there 
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is  lirst  of  all  the  difficulty  of  getting  i)recise  information,  and 
even  then,  unless  the  numbers  be  large  in  such  families,  we  may 
readily  miss  the  evidence  of  a family  taint.  In  tubercular 
•lisease,  likewise,  especially  in  children,  the  family  tendency 
may  not  have  had  time  to  manifest  itself  at  the  date  of  our 
inquiry.  The  number  and  ages  of  those  living  come  in  here 
to  enable  us  to  guess,  as  it  were,  at  the  probabilities  of  such  a 
tendency  having  had  time  and  opportunity  to  manifest  itself,  if 
really  present.  A deceptive  appearance  of  soundness  in  the 
family  history  may  sometimes  arise  from  there  being  no  account 
()1  deaths  or  illnesses  connected  with  the  suspected  disease,  Avhen 
really  from  smallness  in  the  number  of  the  family,  or  from 
deaths  due  to  fevers,  <fcc.,  no  opportunity  was  allowed  for  the 
disease  to  show  itself.  Such  a family  history  although  not 
bad,  is  not  “ good  ” ; it  is  defective  in  its  evidence.  In  a 
laiger  family,  again,  a stray  death  may  have  occurred  from 
phthisis  or  rheumatism,  due,  perhaps,  to  exceptional  exjiosure 
m unfortunate  modes  of  life,  although  no  great  tendency  to  such 
disease  existed  in  the  family.  We  must,  therefore,  consider  all 
these  points  in  trying  to  form  a sound  judgment. 
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CHAPTER  III. 


TEMPERATURE— PULSE— GENERAL  SIGNS  OF 

PYREXIA.i 


N increased  heat  of  the  body  is  one  of  the  oldest  and  most 


widely  recognised  signs  of  fever.  It  may  be  estimated, 
roughly,  by  applying  the  hand,  or  perhaps  the  back  of  the  hand, 
to  the  surface  of  the  patient’s  body,  selecting  some  of  the  shel- 
tered parts,  such  as  the  axilla,  the  groin,  and  especially  the 
abdomen.  It  must  be  borne  in  mind  that  a certain  coldness  of 
the  extremities  and  of  the  exposed  parts  may  coexist  w’ith  a 
great  elevation  of  the  temperature  in  the  interior  of  the  body, 
and  even  in  the  axilla  or  groin.  The  variable  temperature  of 
the  observer’s  hand,  moreover,  must  be  remembex’ed  as  a fruitful 
source  of  fallacy,  so  that  when  we  aim  at  accuracy  in  deter- 
mining the  degree  of  pyrexia,  or  at  certainty  in  pronouncing 
its  absence,  we  must  have  recoui-se  to  the  thermometer. 

1 Various  works  on  the  practice  of  medicine,  on  diseases  of  children, 
and  the  acute  infectious  diseases  must  be  consulted  for  details  : See 
especially  Aitken  (.as  reg.ards  temperature) ; Vol.  I.  of  Reynolds’s 
System  of  Medicine  ; Murchison  on  Fevers,  &c.  Wunderlich  in  his 
iSIedical  Thermometry,  and  Burden  Sanderson  in  his  Handbook  of  the 
Sphygmograph,  deal  with  these  subjects  in  detail.  The  Sphygmogr.aph 
is  discussed  in  most  of  the  recent  treatises  on  Physiology.  Galabin’s 
little  pamphlet  on  Bright’s  Disease  is  also  valuable,  and  Si^hygmographic 
tracings  are  now  given  in  various  works  or  sections  of  avorks  dealing 
avith  heart  disease.  See  also  Mahomed’s  Papers  in  Medical  Times  and 
Gazette. — 1872,  Vol.  I. 
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Clinical  themioineters  should  be  sensitive,  and  should  Iiave 
the  bulb  of  such  a size  and  shajje  as  to  be  adapted  for  intro- 
duction into  various  parts  of  the  body.  The  graduation  should 
be  on  the  stem  itself.  Accuracy  in  the  instrument  is,  of  course, 
desirable  in  all  cases,  and  is  especially  important  if  any  great 
deviation  from  the  usual  range  of  temperature  happens  to  be 
discovered.  Certificates  of  accuracy,  or  of  the  amount  of  error 
in  the  scale,  may  be  obtained  by  sending  the  instruments  to  be 
tested  at  Kew  Observatory.  It  is  very  important  to  have  the 
■observations  made  with  the  same  instrument,  in  the  case  of  a 
given  patient,  as  in  this  way,  although  there  may  be  some  slight 
error  in  the  instrument,  the  changes  in  tlie  patient’s  tempera- 
ture, noted  from  time  to  time,  are  but  little  affected  by  such 
errors ; the  variations  in  a patient’s  temperature,  from  time  to 
time,  are  usually  more  important  in  the  case ’than  the  absolute 
height  of  the  reading  within  half  a degree  on  either  side.  If 
the  self-registering  maximum  thermometer  be  used,  care  must 
be  taken  to  shake  down  the  index  below  the  probable  tempei'a- 
ture  of  the  patient,  before  it  is  applied ; if  an  instrument  with- 
out any  registering  index  be  used,  care  must  be  taken  to  read 
it  in  situ.  In  applying  the  thermometer  to  the  Axilla,  the 
following  points  must  be  attended  to:  if  there  be  much  sweat, 
the  skin  should  first  be  w'iped  dry;  the  bulb  should  be  intro- 
duced deeply  into  the  axilla,  under  its  anterior  or  pectoral 
fold,  and  the  arm  must  bo  kept  close  against  the  thorax;  it  is 
sometimes  a good  plan  to  make  the  patient  hold  the  arm  iji 
position  by  means  of  his  other  hand,  or  by  lying  slightly  on  the 
arm  during  the  observation;  strong  muscular  effort  to  hold  the 
arm  by  the  side  is  apt  to  cause  a hollow  in  the  axilla,  and  so  to 
remove  the  soft  parts  from  the  bulb  of  the  thermometer.  We 
may,  however,  require  some  one  to  hold  the  instrument  in 
position  if  the  patient  has  not  strength  or  intelligence  enough 
to  keep  the  arm  closely  applied;  care  must  be  taken  that  no 
folds  of  the  underclothing  interpose  between  the  bulb  and  the 
skin;  it  should  also  be  seen  that  the  instrument  does  not  slip 
down  or  project  behind  and  beyond  the  axilla.  The  tkerinomeler 
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must  be  h'ft  in  2>osition  till  the  mercury  maintains  the  same  level 
for  two  or  three  minutes.  Tlie  time  required  for  an  accurate 
measurement  of  the  temperature  in  the  axilla  depends  on  this 
cavity  requiring  to  be  kept  closed  long  enough  for  it  to  reach 
its  maximum  heat,  as  this  may  have  been  reduced  by  exposure 
to  the  air ; it  is  clear,  therefore,  that  a very  difierent  length  of 
time  may  be  required  in  different  observations  : the  only  accu- 
j-jite  method  is  to  see  that  the  maximum  is  really  attained,  as 
judged  by  the  stationary  position  of  the  mercury;  a stationary 
position  for  two  or  three  minutes  is  found  to  be  sufficiently 
accurate  for  ordinary  clinical  purposes.  When  self-registering 
instruments  are  intrusted  to  unskilled  persons,  who  cannot 
read  the  index,  fifteen  minutes  may  be  named  as  a proper  time 
for  the  application  of  the  instrument.  If  the  arm  be  kept 
closely  applied  to  the  side  for  fifteen  or  twenty  minutes 
immediately  before  the  thermometer  is  introduced  into  the 
axilla,  the  necessary  time  for  the  actual  observation  may  be 
shortened.  Heating  the  bulb  of  the  instniment  beforehand, 
to  a temperature  near  the  blood-heat,  is  desirable  if  the  weather 
be  cold  or  the  bulb  be  large,  but  it  does  not  matei'ially  lessen 
the  time  required  for  the  observation. 

If  the  Mouth  be  used  for  testing  the  temperature,  the  bulb 
.should  be  placed  under  the  tongue  and  the  lips  kept  shut,  the 
breathing  being  performed  through  the  nostrils.  The  mouth 
resembles  the  axilla  in  being  sometimes  oj^en  and  sometimes 
shut,  and  similar  remai’ks  apply  to  it  as  to  the  axilla.  The 
mouth  may  often  be  used  with  advantage  for  te.sting  rapidly 
the  temperature,  in  an  apjjroximate  mannei’,  in  dispensary  or 
private  practice.  Care  must  be  taken  that  nothing  very  cold 
(as  ice)  has  recently  been  in  the  mouth. 

The  Eeclum  gives  results  more  accurately  and  rapidly  than 
either  of  the  preceding,  and  it  is  .sometimes  preferable,  especially 
in  the  case  of  children,  where  axillary  measurements  are  often 
irksome,  tedious,  and  unsatisfactory.  The  bulb  is  oiled  and 
introduced  two  inches  within  the  boAvel,  and  held  steadily 
till  the  maximum  is  reached;  this  always  occurs  in  two,  three. 
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or  four  miuutes.  If  very  young,  tlie  cliild  may  be  placed  ou 
his  left  side,  iii  the  nurse’s  lap,  witli  his  face  to  her  right  breast. 
The  objections  to  the  rectum  (apart  from  the  annoyance  and 
exposure  involved)  are  the  ])Ossible  compression  of  the  bulb  by 
the  bowel,  the  chance  of  the  bulb  being  in.serted  into  hard  faeces 
and  so  prevented  from  being  in  contact  with  the  bowel,  and  the 
l)ossibility  of  its  being  affected  by  the  descent  of  fluid  faces 
from  a higher  and  warmer  level : in  any  of  these  cases  the 
temperature  of  the  rectum  itself,  whicli  is  what  we  desire,  mav 
really  bo  missed.  The  temperature  of  the  rectum  as  compared 
Avith  the  axilla  may  be  (pxoted  roughly  at  throe-ijuarters  of  a 
degree  Fahr.  or  nearly  one-half  degree  centigrade  higher  than 
that  of  the  axilla. 

The  Vayina  yields  ixccnrate  and  rai)id  results  Avith  the  tlu'r- 
mometer,  but  is  only  seldom  to  bo  I'ecommended  for  clinical 
observations;  the  temperature  in  ca.ses  of  labour,  uterine  disexises, 
Ac.,  may  sometimes  be  thus  tested  Avith  adAmntage.  The  Urine, 
sometimes  affords  rapid  and  u.seful  information,  if  it  be  ])assed 
into  a vessel  slightly  heated,  and  if  the  temperature  be  immedi- 
ately  taken  Avith  a sensitive  regi.stering  thermometer. 

The  time  of  day  at  tohich  the  temperature  is  talcen  should  be 
noted,  or  at  le<ist  clearly  understood.  The  human  tempeniture 
has  a daily  range,  during  health,  of  two  or  three  degrees  of 
1‘ahienheits  scale  (say  a degree  or  a degree  and  a half  centi- 
giade) . the  range  is  more  marked  in  children  than  in  older 
peison.s ; the  temperatiu’e  ri.ses  in  the  early  morning  hoiu’s, 
attains  a maximum  in  the  afternoon,  and  falls  so  as  to  be  at 
its  minimum  an  hoiu’  or  two  after  midnight.  In  fe\’ers,  like- 
Avise,  there  is  a daily  lange,  the  minimum  occurs  usually  some- 
time about  I A..Af.  ; the  daily  ascent  A'aries  somcAvhat,  beginning 
usually  earlier  in  the  day  in  scA’cre  than  in  mild  cases,  but  as  a 
rule  it  is  distinctly  manifest  about  mid-day  or  toAvards  the 
afternoon  : the  maximum  may  be  expected,  most  frequently, 
about  8 r..M.  In  hectic  fever,  and  in  certain  stages  of  enteric 
fever,  the  morning  temperature  is  often  nearly  normal,  although 
the  afternoon  ami  evening  readings  may  be  A’cry  high.  (See 
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Figs.  1 and  G.)  Sometimes,  however,  the  type  is  “invei’ted,”  the- 
temperature  being  low  at  the  hours  at  which  it  is  usually  high. 
The  importance  of  having  the  observations  made  at  the  same- 
hours,  so  as  to  have  them  comparable  with  each  other,  becomes- 
thus  very  apparent.  Tliis  likewise  shows  the  danger  of  relying, 


[.'ig,  1.— Diurnal  range  of  the  tcnii  cratxiro  in 
Hoclie  Fever. 


on  one  observation  (especially  in  the  morning  or  forenoon)  as 
proving  the  absence  of  pyrexia.  In  some  diseases  the  oscil- 
lations follow  definite  rhythmical  courses  of  their  own  (as  in 
quotidian,  tertian  (Fig.  5),  or  quartan  intermittents),  but  in 
others  the  daily  oscillations  are  sudden  and  erratic  (as  in 
pysemia).  Frequently  repeated  observations  in  the  course 
of  the  day  reveal  some  curious  and  important  facts  in  the- 
history  of  the  temperature;  in  this  country,  however,  only 
two  or  three  observations  in  the  day  are  usually  taken, 
so  as  to  avoid  fatiguing  or  annoying  the  patients.  If 
fi-equent  observations  ai-e  to  be  made,  the  best  hours  are 
about  2,  6,  and  9 a.m.,  12  noon,  3,  G,  9,  and  12  r.M.;  and 
special  readings  should  also  be  made  in  connection  with 
rigors,  convulsions,  or  other  unusual  occurrences  and  also  in 
testing  the  eflfect  of  remedies,  or  of  any  special  anti-pyretic- 

treatment. 
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Normal  and  Abnormal  Temperatures  may  be  classified  as 
follows : — ■ 


Below 

About 


{ 35"  Cent. 
I 36"  Cent. 
36i"  Cent. 


Normal  37*  Cent. 


About 

About 


37i"  Cent. 
38“  Cent. 
38i"  Cent. 
39"  Cent. 
39i"  Cent. 


About 


5 40"  Cent. 
I 40i"  Cent. 


Above  41*  Cent. 


= 95*  Fahr.  ) Very  low,  or  Collapse  Teni- 

= 96' '8  Fahr.  j peratures. 

— 97’ '7  Fahr.  Subnormal  Temperatures. 

= 98*'6  Fahr.  Normal  Temperature. 

Slightly  above  Normal,  or 
Sub-hebrile  Temperatures. 

= 102*’2  Fahr.  / Moderately  Febrile  Tempera- 
= 103"  T Fahr.  f tures. 

— 204»  Fahr.  ) 

= 104" '9  Fahr!  | Highly  Febrile  Temperatures. 
= 105* -8  Fahr.  Hyper-pyretic  Temperatures. 


= 99* -5  Fahr.  ) 
= 100’ -4  Fahr.  S 
= 101"-3  Fahr.  ) 


Such  a table  enables  us,  on  reading  the  thermometer,  to 
aflSrm  the  absence,  tlie  presence,  or  the  degree  of  pyrexia  in  a 
patient  at  a given  time;  but  this  really  supplies  but  little 
information.  The  temperature  may  be  normal  and  yet  the 
patient  may  be  dying,  or  may  even  be  in  the  midst  of  a 
dangerous  fever,  which  will  manifest  itself  in  the  course  of 
an  hour  or  two  as  a burning  heat.  We  often,  however, 
detect  by  the  thermometer  a degree  of  pyrexia  when  we 
have  but  little  expectation  of  doing  so,  judging  from  the 
])atient’s  pulse,  skin,  or  general  aspect;  or  when,  as  in  a. 
rigor,  or  in  cholera  with  coldness  of  the  surface  and 
extremities,  an  inexperienced  person  would  think  a febrile 
heat  impossible.  Very  high  or  very  low  temperatures  may 
also,  as  a rule,  be  regarded  as  evidencing,  in  themselves,  a 
dangerous  condition.  Hyper-pyretic  temperatures  occur  as 
serious  complications  in  rheumatic  fever,  and  some  other 
diseases,  associated  usually  with  great  cerebral  disturbance. 
Very  high  temperatures,  lasting  but  a short  time  just  before 
death,  are  not  uncommon  in  various  diseases.  (See  Fig.  2.) 
Very  low  temperatures,  however,  are  equally  or  even  more 
common  just  at  the  end.  (See  Fig.  3.)  Collap.se  temperatures, 

* The  various  degrees  are  here  given  in  both  scales,  as  the  Centigrade 
is  likely  to  come  into  more  general  use. 
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as  taken  in  the  axilla,  are  sometimes  due  to  a surface  depx'es- 
sion,  so  that  it  we  wish  to  know  whether  the  internal  heat  is 
really  lowered  in  such  cases  we  must  apply  the  thermometer  to 


Fig.  2.— Unusually  liigh  temperature  just 
before  death. 


Fig.  3. — Very  low  temperature 
just  before  death. 


the  rectum  or  vagina.  (Compare  terminal  temperatures  in 
Fig.  7.)  The  thermometer  only  supplies  information  as  to 
pyrexia  at  the  given  time ; its  indications,  therefore,  must  be 
interpreted  with  due  caution,  and  in  view  of  all  the  facts  of 
<lisease. 

The  manner  of  rise  in  the  temperature,  and  the  duratio7i  of 
the  pyrexia,  with  regard  to  the  date  of  the  illness,  are  often 
most  valuable  for  diagnosis.  Some  diseases  are  remarkable 
for  the  rapidity  with  which  the  temjxerature  rises.  Most  of 
the  short  fevers  or  febriculfe,  as  they  are  called,  begin  suddenly, 
and  rapidly  attain  their  maximum.  (Fig.  5.)  Amongst  these 
are  the  surgical  febriculm  (immediately  after  operations),  and 
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the  feverish  attacks,  associated  with  obscure  and  often  transient 
disturbances  of  the  general  health,  due  to  disorders  of  tlie 
digestive  oi-gans,  especially  in  childhood.  The  following  like- 
wise usually  show  a lapid  development  of  pyrexia ; — Sup- 
purations, and  most  of  the  diseases  u.shered  in  with  severe 
rigors,  ague,  tonsillitis,  acute  nephritis,  scarlatina,  small-pox, 
pneumonia,  pleurisy,  peritonitis,  meningitis  of  the  convexitv, 
relapsing  fever,  erysipelas,  pysemia,  parotitis.  All  of  these 
may  have  very  high  temperatures  on  the  first  day  of  the 
illness.  Occasionally  in  malignant  cases  of  small-pox  and 
scarlet  fever  the  disease  proves  fatal  so  early  that  the  sys- 
tem is  overwhelmed  with  the  poison  and  never  shows  any 
febrile  heat.  Measles  sometimes  almost  reaches  its  maxi- 
mum temperature  on  the  first  day  of  the  fever,  although  a 
marked  fall  usually  intervenes  between  this  and  the  maximum 
temperature  reached  on  the  fourth  or  fifth  day  with  the  full 
•development  of  the  rash.  A great  and  sudden  elevation  of  the 
temperature  is  so  common  in  the  diseases  named  above  that 


they  should  always  be  thought  of  in  doubtful  cases, 

Other  diseases  are  rather  charac- 
terised by  a more  gradual  and  pro- 
gi’essive elevation  of  the  temperature: 
this  is  especially  observed  in  enteric 
fever  (Fig.  4),  although  exceptional 
eases  of  this  disease  occur  in  which 
the  pyrexia  attains  its  maximum  at 
what  seems  to  be  the  very  beginning 
of  the  illne.ss.  But  in  enteiic  fever, 
as  a rule,  the  elevation  is  such 
that  during  the  first  three  or  four 
days  every  day  marks  an  advance 
on  the  previous  one,  the  momi 
the  elevation  of  the  previous  night  but  being  in  excess  of  that 
of  the  previous  morning.  In  tyidius  fever,  the  advance  of 
the  temperature  is  somewhat  more  sudden  than  in  enteric, 
but  in  it,  lilcewise,  several  days  usually  elapse  before  the 


4. — Gradual  rise  of  tempera- 
ture at  the  beginning  of  Knterie 
Fever. 


temperature  falling  from 
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maximum,  or  any  very  liigb  point  is  readied.  In  articular 
rheumatism,  aflecting  several  joints,  in  catarrhal  pneumonia, 
in  acute  tuberculosis,  and  phthisical  affections,  the  ascent  of 
the  temperature  is  usually  spread  over  several  days. 

The  duration  of  the  pyrexia  often  assists  the  diagnosis.  The 
complete  and  continued  subsidence  of  the  temperature,  within 
a week,  may  serve  to  exclude  tyj)hus  and  enteric  fevers ; its 
prolongation  for  12  or  14  days,  without  any  febrile  rash  or  any 
evidence  of  local  inflammatory  mischief,  may  sometimes  guide 
us  to  the  diagnosis  of  enteric  fever ; or  its  persistence  may> 
in  a chest  complaint,  lead  us  to  the  diagnosis  of  phthisis  or 
empyema. 

'llie  decline  of  the  temperature,  both  as  regards  its  date  and, 
manner,  is  of  the  utmost  importance  in  prognosis  and  some- 


5. — Temperature  in  Tertian  Ague. 

times  in  diagnosis.  The  favourable  termination  of  a febrile 
disease,  by  a rapid  fall  of  the  temperature  to  the  normal  or 
subnormal  leA'el,  constitutes  a Crisis.  This  fall  may  amount  to 
3 or  4 decrees  or  more  in  12  to  36  hours.  This  method  of 
termination  is  common  in  pneumonia  (lobar),  relapsing  fever, 
typhus,  small-jio.x,  tonsillitis,  facial  erysipelas,  and  febricul® 
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of  various  kinds.  Its  suddenness  is  represented  in  the  diagram 
of  ague  (Fig.  5).  It  occui-s,  however,  in  a modified  and  less- 
abrupt  manner  in  measles  and  sometimes  in  enteric  fever.  The 
suddenness  of  the  crisis  varies  much  in  different  diseases  and 
even  in  different  cases ; in  many  cases  of  typhus,  a gradual 
diminution,  extending  over  3 or  4 days,  is  sometimes  so 
mai-ked  as  to  make  the  crisis  in  this  disease  much  less  pro- 
nounced than  is  usually  stated,  and  to  assimilate  it  rather  to  a 
lysis. 

Lysis  is  the  term  applied  to  a more  gradual  dimin\ition  of  the 
fever,  spread  over  several  days;  this  may  iisually  be  observed  in 
scarlatina,  bi-oncho-pneumonia,  occasionally  in  pleurisy  and 
pericarditis,  and  also  in  acute  rheumati.sm.  Sometimes  the 
lysis  assumes  a remitting  character,  the  morning  tempei’atures 
falling  gi-adually  or  suddenly,  and  the  evening  tempei*atures. 


Htf.  0. — lloiuitting  Lysia  in  Enteric  Fever. 

preserving,  for  some  days,  nearly  their  former  elevation.  This, 
is  not  uncommon  in  enteric  fever  (see  Fig.  6). 

Certain  fallacies  beset  the  estimation  of  the  value  of  a fall  of 
temperature.  It  is  very  often  found  that  a high  febrile  tem- 
l^erature  undergoes  a great  diminution  on  the  day  after 
admission  to  the  hospital ; this  seems  often  to  be  really  due  to 
an  unusual  elevation  on  the  day  of  admission,  from  the  dis- 
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turbauce  of  moving  the  patient,  &c.  Occasionally  a 
-tis  it  is  called,  occurs  a day  or  two  before  the  real  crisis,  the  tem- 
perature, after  being  low  for  a few  hours,  mounting  up  again  to 
its  former  height ; this  2^>^6udo-crisis  affords  no  guarantee  of  a 
subsequent  genuine  crisis.  Collapse  temperatures  may  simulate 
.ii  crisis,  although  really  indicative  of  serious  complications,  as 
in  the  intestinal  hajinorrhage  of  enteric  fever,  Avhere  the 
cause  of  the  fall  may  not  at  first  be  quite  apparent.  The  fatal 
termination  of  some  cases  of  febrile  disease  is  often  associated 
with  a marked  fall  in  the  temperature  (see  Figs.  3 and  7).  Col- 
lapse temjieratures  may  occasionally  be  detected  for  a few  hours 


f ig-  7. — Collapse  of  the  temperature  simulating  an  improvement.  Com- 
l).arison  of  axillary  ami  vaginal  measurements  of  the  terminal 
temperatures. 


in  the  midst  of  a raging  fever,  or  just  before  the  terminal 
exacerbation  of  a febrile  disease,  tvhether  it  be  favourable  or 
fatal.  Sometimes  the  decline  of  temperature  in  a tubercular 
fsubject  is  connected  with  the  siqiervention  of  cerebral  compli- 
cations. 

Complications  and  lielajises  are  often  marked  by  a re-ascent 
of  the  temperature,  and  in  such  cases  the  rise  is  tisually  sudden. 
Complications  may,  by  their  presence,  delay  a crisis,  as  is  often 
-seen  in  bronchitis  complicating  typhus,  and  so  prolong  the 
illness ; or  the  complication  may  impress  a remitting  character 
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on  tlie  fever,  as  is  seen  in  tlic  hectic  fever  soiuetimos 
developed  in  a case  of  tubercular  pneumonia  or  pleurisy.  Tlio 
temperature  of  convalescents,  however,  it  must  be  remembered, 
is  very  unstable,  and  there  is  often  a serious  looking  disturbance 
of  the  temperature  in  them  from  very  slight  causes  (indigestion, 
constipation,  fatigue,  excitement,  Ac.),  which  would  not  thus 
uflect  the  healthy.  For  this  very  reason,  temperature  observa- 
tions in  this  stage  are  highly  important,  as  affording  the  best 
evidence  of  continued  safety  or  the  first  alarm  of  threatened 
danger. 

hiom  what  has  been  said,  it  will  be  seen  that  the  tempera- 
tuie,  although  of  the  utmost  importance  in  diagnosis  and 
prognosis,  must  not  bo  regarded  too  exclusively,  or  apart  from 
the  other  bicts  of  the  case  and  the  general  state  of  the  patient, 
ihe  natural  course  of  the  temjierature  in  the  various  diseases, 
as  ascei-tained  by  experience,  must  be  kept  in  mind ; an  eleva- 
tion or  a special  behaviour  of  the  temperature  may  have  a very 
serious  significance  in  one  disease  and  very  little  in  another, 
ihe  comparison  of  the  temperature  with  the  pulse  often  serves 
to  correct  our  views  of  each,  and  although  they  usually  rise  and 
fall  together,  certain  deviations  occasionally  or  habitually  occur 
in  special  diseases,  or  in  certain  stages  of  such  affections,  which 
arc  of  the  greatest  significance.  (For  example  in  the  beginning 
and  the  end  of  enteric  fever,  and  towards  the  end  of  tuber- 
cular meningitis;  see  Pulse,  j).  63.) 


THE  PULSE 

affords  such  valuable  indications  for  the  determination  of  the 
febrile  state,  and  for  estimating  the  general  strength  of  the 
p.itient,  that  the  noting  of  it  is  a matter  of  routine  in  all  cases. 
Apart  from  fever,  however,  there  are  other  important  points  to 
be  attended  to  in  noting  the  pulse,  and  to  prevent  repetition 
these  also  will  be  considered  here. 

The  frequency  of  the  pulse  is  not  difficult  to  estimate ; the 
pulsations  in  the  artery,  the  radial  by  preference,  are  counted 
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for  a quarter  or  for  half  a luinute,  with  the  aid  of  a watch 
furnished  with  a seconds  dial,  and  the  number  per  minute  is 
thus  calculated.  For  delicate  inquiries,  the  pulse  should  be 
counted  for  a whole  minute,  or  even  for  two  consecutive  minutes, 
the  number  being  halved  of  course  in  stating  the  result.  Other 
jioints  also  must  be  attended  to  when  accuracy  is  desired.  The 
normal  rate  of  the  pulse  varies  with  age,  and  also  in  different 
individuals  (according  to  temperament);  in  the  adult  it  is  usually 
•stated  as  being  about  72,  but  it  is  sometimes  higher  and  often 
much  lower  ; it  is  more  rapid  in  childhood,  and  in  infancy  is 
often  about  100,  apart  from  disease.  In  the  same  individual 
the  pulse  varies  with  position,  both  in  health  and  disease,  the 
rate  being  higher  when  the  patient  is  standing  than  sitting,  and 
higher  while  sitting  than  lying  down : any  movement  or 
exertion  tends  to  increase  the  rate,  and  mental  excitement  is 
particularly  apt  in  some  people  to  make  it  rise  very  high. 
Hence  in  estimating  the  pulse  or  its  changes  from  day  to  day, 
in  such  a delicate  inquiry,  for  example,  as  the  estimation  of  an 
incipient  defervescence,  care  must  be  taken  to  have  results 
really  comparable,  and  not  to  compare  the  late  of  the  pulse 
while  the  patient  is  sitting  up  in  bed  with  that  obtained  on  a 
previous  day  while  he  was  lying  still.  The  influence  of  meals 
is  also  very  great,  the  pulse  rising  considei’ably  after  a full 
meal,  and  especially  after  the  use  of  stimulants  in  the  healthy 
state;  in  febi-ile  diseases,  however,  the  effect  of  stimulants  is 
often  to  reduce  the  pulse-rate  when  their  influence  is  beneficial. 
The  time  of  day  has  a certain  influence  in  the  normal  state,  even 
apart  from  food  and  exercise;  the  pulse-rate  is  lower  during 
the  midnight  hours,  and  rises  in  the  early  morning,  but  the 
exact  time  of  these  changes  varies ; they  arc  usually  later  of 
occurring  in  febrile  diseases  than  in  the  normal  state.  Sleep  has 
a tendency  to  reduce  the  pulse-rate.  Considerable  tact  is  often 
required  to  secure  a fair  estimate  of  the  pulse ; in  some  cases 
we  obtain  the  best  chance  at  the  beginning  of  our  visit, 
counting  the  pulse  before  the  patient  is  disturbed  in  any  way 
by  speaking  or  moving ; or  perhaps,  especially  if  he  be  a child. 
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■while  he  is  still  asleep.  With  some  patients  again,  the 
approach  of  any  stranger  sets  np  the  pulse  to  such  a height  that 
we  must  wait  till  it  has  subsided.  The  lowest  rate  we  can 
obtain  is  the  most  reliable  index  of  the  degree  of  fever.  A fit 
of  coughing,  or  the  exertion  of  moving  or  sitting  up  for  the 
purpose  of  auscultation,  ic.,  often  completely  spoils  the  value  of 
the  pulse-rate  as  a gauge  of  pyrexia.  It  is  in  such  cases  that 
temperature  observations  come  in  as  a valuable  check  (see 
Temperature),  and  the.se  often  assure  us  that  the  rapidity  of 
the  pulse  is  due  to  excitement,  general  weakness,  or  irritability 
of  the  heart,  apart  from  fever.  As  a rule,  the  ])ulse  and 
temperature  in  febrile  cases  are  elevated  or  depressed,  and  rise 
and  fall  together;  but  striking  differences  occur  in  certain  cases. 
The  pulse  is  often  but  little  elevated  in  the  beginning  of  enteric 
fever,  at  a time  when  the  temperatui-e  is  very  high ; while 
after  the  recovery  has  begun,  the  pulse  may  bo  rapid  from 
weakness,  although  the  fever  temperature  has  completely  fallen. 
In  cerebral  cases,  also,  the  rehationship  of  the  pulse-rate  to  the 
temperature  is  subject  to  special  variations ; the  terminal  stage 
of  tubercular  meningitis  is  often  characterised  by  a high  pulse 
and  a comparatively  low  temiierature.  The  ratio  of  the  pulse- 
rate  to  the  frequency  of  the  respiration,  is  sometimes  of  value 
as  an  index  of  the  existence  or  supervention  of  respiratory 
disease.  (See  Respiration,  Chapter  ix.) 

The  force  or  strength  of  the  indse  often  guides  our  prognosis, 
and  directs  us  in  the  treatment,  especially  as  regards  stimulants. 
It  is  not  easily  estimated  by  the  beginner ; it  requires  experi- 
ence and  the  watching  of  cases  (especially  febrile  cases),  from 
day  to  day,  for  the  education  of  the  fingers.  Sometimes  the 
radial  pulse  gives  a fallacious  idea  of  weakness,  from  the  vessel 
being  of  unusually  small  size  (high  division  or  other  abnor- 
mality). Pi-essure  on  the  arm  from  the  patient’s  position  in 
lying  on  it  may  also  interfere  with  the  radial  pulse.  Moreover, 
tlie  radial  arteries  on  the  two  sides  are  often  of  very  different 
size,  and  so  we  find  that  errors  sometimes  arise  from  detectmor 
a difference  due  merely  to  an  accidental  change  in  the  observa-  . 
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tiou — tlie  different  arm  being  taken  instead  of  the  one  usually 
felt.  In  doubtful  cases  the  radial  or  other  arteries  on  both 
sides  should  be  examined,  and  the  heart’s  sounds  should  bo 
listened  to.  When  the  j)ulse  is  really  very  weak,  the  first 
sound  of  the  heart  is  usually  diminished  and  sometimes  almost 
suppressed,  the  second  sound  remaining  distinct.  DifiTerences 
ill  the  strength  of  the  two  radial  or  other  pubses  are  often  of 
value  in  diagnosis,  particularly  in  cases  of  aneurism  of  the 
arch  of  the  aorta,  giving  rise  to  more  or  less  obstruction  of 
certain  branches.  Sometimes  the  two  pulses  are  not  perfectly 
synchronous  from  similar  causes.  Occasionally,  also,  the  dimi- 
nution or  obliteration  of  an  arterial  pulse  serves  to  indicate  the 
occurrence  of  embolism,  but  care  must  be  taken  to  see  that 
these  differences  are  not  due  to  unusual  distribution  of  the 
vessels.  A survey  of  the  arteries  should  be  made,  both  with 
the  finger  and  eye,  when  judging  of  the  force  of  the  pulse,  and 
the  examination  should  not  be  limited  merely  to  the  part  of  the 
radial  artery  at  the  wrist ; by  extending  our  observation  we, 
may  detect  any  undue  rigidity,  twisting,  or  unevenness  of  the 
vessels.  Sometimes  other  arteries  must  be  examined  to  satisfy 
ourselves  on  this  subject;  the  temporals  and  the  branches  of 
the  thyroid  axis  are  selected  for  the  purpose  of  testing  the 
smaller  vessels,  the  brachials  and  the  fernorals  as  a sample  of 
the  larger. 

The  rhythm  of  the  pulse  is  in  health  perfectly  regular,  so  that 
any  deviation  from  this  should  be  noted.  Sometimes  there  is  a 
distinct  intermission,  a loss  of  a beat  at  regular  or  irregulai' 
periods,  but  thei'e  may  be  such  a loss  in  the  radial  2)ulse  without 
any  corres^ionding  intermission  in  the  heart’s  sounds  or  action  ; 
there  may  thus  be  a marked  difference  in  the  pulse-rate  as 
counted  at  the  wrist  and  at  the  heart.  Or  the  irregularity  may 
consist  of  two  or  three  hurried  beats  followed  by  a succession  of 
slower  one.s,  or  in  the  occasional  occurrence  of  one  or  two  weak 
or  almost  suppressed  beats.  Sometimes  the  jmlse  varies  greatly 
ill  strength  throughout  a given  minute,  without  any  intermission 
, or  marked  change  in  the  rhythm.  This  change  in  the  strength 
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of  the  pulse  in  certain  cases  can  be  made  out  to  be  associated 
with  the  respiratory  movements,  or  with  tlie  occurrence  of  con- 
vulsions, or  some  other  visible  phenomena.  The  significance  of 
in-egularity  of  the  pulse  is  most  varied.  It  sometimes  affords 
one  of  the  first  indications  of  brain  mischief,  especially  in 
■children,  or  of  incipient  pericarditis.  It  is  very  common  in 
various  forms  of  heart-disease,  at  all  ages,  especially  in  mitral 
<lisease,  fatty  heart,  and  the  degenerations  incident  to  old  age. 
(See  Fig.  16,  p.  70.)  Apart  from  these,  however,  it  is  often  due 
to  functional  disturbances,  especially  such  as  are  associated  with 
indigestion,  flatulence,  &c.  A more  serious  form  of  disturbance 
leads  to  the  intermission  found  in  typhus,  and  other  fevei’s.  It 
is  likewise  developed,  not  unfrequently,  through  nervous  agita- 
tion, in  certain  persons,  just  as  acceleration  of  the  heai-t’s  action 
or  fluttering  is  produced  in  othei-s  from  the  same  cause ; con- 
centration of  the  attention  on  the  intermission  is  apt  in  such 
•cases  to  increase  the  irregularity.  Some  persons,  apart  from 
a.ny  medical  knowledge,  have  an  obscure  sensation  of  the  inter- 
mission, which  causes  a start  or  a shock.  In  states  of  debility, 
during  convalescence  from  serious  diseases,  and  in  the  case  of 
children  after  enterie  fever,  for  example,  intermission  of  the 
pulse  is  sometimes  associated  with  unusual  slowness,  and  is  spe- 
cially noticeable  at  night.  This  does  not  imply  any  real  danger. 

Dicrotous  Pulse. — Somewhat  allied  to  the  rhythm  is  the 
curious  double  beat  in  the  pulse,  sometimes  felt  in  febrile  cases. 
It  is  not  uncommon  in  the  convalescence  from  typhus  fever. 
This  is  best  felt  by  applying  the  pulp  of  the  fingers  very  lightly 
over  the  ves.sel,  avoiding  any  such  pressure  as  would  c.xtinguish 
the  Aveak  second  baat.  The  sphygmograph  brings  out  this 
dicrotism  very  clearl}^  A little  2>i*actice  with  this  instrument 
is  useful  in  educating  the  lingers  in  the  recognition  of  dicrotism. 
(See  Sphygmograph — Fig.  10.) 

The  2>ulse  of  unfilled  arteries,  characterised  by  a sudden  filling 
up  of  the  artery  followed  by  a very  sudden  collapse  of  the 
vessel  under  the  finger,  often  enables  us  to  susj>ect,  or  sometimes 
even  to  diagnose,  incompetency  of  the  aortic  valves,  on  feeling  a, 
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patient’s  pulse.  The  ]>eculiarity  is  brouglit  out  in  a more 
striking  Avay  by  raising  the  patient’s  arm  vertically  while 
feeling  the  radial  pulse;  visible  pulsation  throughout  the 
arteries  in  such  cases  is  usually  very  marked.  The  sphygmo- 
graph  gives  a very  striking  and  characteristic  rendering  of  this 
pulse.  (See  Sphygmograph — Fig.  12.) 

A ihrilL  in  tlte  pulse  can  often  be  felt  in  certain  cases  of 
cardiac  disease  (mitral  and  aortic  vah'ular  disease),  and  this 
also  is  sometimes  rendered  very  j)lainly  in  the  sphygmographic 
tracing. 

THE  SPHYGMOGRAPH 

is  an  instrument  designed  to  enable  the  pidse  to  register  itself, 
and  so  afford  a permanent  record  of  its  frequency,  its  force,  and 
above  all  of  the  characters  of  the  pulse  wave. 

The  essential  parts  of  the  instrument  are  a spring  which  rests 
upon  the  artery  and  has  its  movements  communicated  to  it ; and 
a lever  Avhich  amplifies  these  movements  and  records  them  on  a 
strip  of  paper  carried  along  by  clockAVOi’k.  IMarey’s  instrument, 
Avith  sliglit  modifications,  is  the  one  usually  employed,  and  as  it 
can  be  seen  in  all  Avell  appointed  hospitals,  no  detailed  account  of 
its  mechanism  need  be  given.  The  sphygmograph  to  be  used, 
however,  should  have  Mahomed’s  modification  for  estimating 
pressure.  The  artery  for  which  it  is  si^ecially  adapted  is  the 
radial,  and  the  point  at  Avhich  it  is  most  adAmntageously  applied 
is  just  Avhere  the  artery  crosses  the  styloid  process  of  the  radius. 
The  advantages  are,  that  the  A^essel  is  here  very  superficial  and 
supported  on  a flat  firm  surface.  If  possible  the  patient  should 
be  in  the  recumbent  posture,  as  this  generally  assures  the  most 
tranquil  state  of  the  circulation,  and  great  care  should  be  taken 
that  the  humeral  artery  is  siibject  to  no  pressure  in  any  part  of 
its  course.  Tlie  instrument  may  also  be  applied  Avhile  the 
patient  is  in  the  sitting  posture,  his  arm  resting  on  a table  in 
front  of  him.  We  search  carefully  for  the  exact  site  of  the 
radial  artery,  and  having  found  it  mark  its  position  Avith  ink. 
We  lay  the  AV'rist  into  the  cushion  devised  by  Anstie  to  keep 
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tlie  Land  steady,  with  the  knuckles  touching  tlio  table  oi-  bed, 
and  having  j)laced  the  button,  which  the  si)ring  canies  at  its 
free  extremity,  immediately  over  the  artery,  wo  buckle  the  instru- 
ment to  the  cushion  by  means  of  a band  of  elastic  braid.  *lf  the 
spring  is  not  accurately  adjusted  over  the  arteiy,  we  may  shift 
it  about  a little  without  undoing  the  instrument,  but  general! v 
it  is  preferable  to  apply  the  sphygmograph  afresh.  After  the 
spring  is  adjusted,  wo  connect  it  with  the  lever,  and  see  that  it  is 
working  proi)erly,  before  any  attempt  is  made  to  register  the 
tracing  on  pa2)er.  Great  care  must  be  taken  that  the  S])iing  is 
lairly  saddled  on  the  artery,  the  least  deviation  to  the  side 
<leforming  the  tracing.  The  imessure  inust  also  be  very  nicely 
I'cgulated.  A number  of  tracings  with  A'arying  degrees  of 
pressure  should  be  taken  at  a time  and  the  most  j^erfect  selected. 

I he  slips  on  Avhich  the  tracings  are  to  be  taken  mav  be  prc- 
j)ured  in  several  ways;  a Aery  ea.sy  method  is  to  blacken 
the  pajier  in  the  smoke  of  a turpentine  flame  from  a ])araffiu 
lamp  foreign  note  paj>er  answers  the  ])ui‘])ose  Aery  well — 
and  Avhen  the  tracings  are  taken,  the  j)atient’s  name  and  the 
<late,  Avith  the  j)ressure  emjjloyed,  may  be  Avritten  on  them  Avith 
a needle  or  other  sharj)  point,  and  they  are  then  A'arnished  l)y 
♦lijjjAiug  them  in  a solution  of  shellac  in  I'ectified  sjnrits.  Jn 
Marey  s instrument,  the  tracings  may  be  Aviitten  Avith  lAeii  and 
ink,  but  the  above  method  gives  more  delicate  result,s.  Smoked 
glass  may  also  be  used  instead  of  paper. 

The  following  are  the  names  apj^lied  to  the  A’arious  jA^vts  of  a 
imlse  tracing : — 


Fig  8. 

rt  Primary  or  Pei’cussion  avc,  h Secondary  or  Tidal  WaA'o, 
e Aortic  Notch,  c Dicrotic  Wave,  d Fourth  WaA*e. 
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All  these  parts  are  represented  in  a healthy  pulse  tracing  ; 
the  pressure  used  for  healthy  pulses  varies  from  1^  to  3 oz. 


V’v^.  0.— Healthy  pulse.  Tressure  3 oz.  I’ulse  68. 


In  the  Febrile  or  Dicrotic  pulse  the  tidal  wave  is  lost,  the 
aortic  notch  lowered  and  deepened,  and  the  dicrotic  wave 
increased.  The  pressure  employed  is  as  a rule  less  than  in 
the  healthy  pidse. 


Fig.  10. — Febrile  or  Dicrotic  pulse.  Pressure  IJ  oz.  Pulse  112. 


When  the  aortic  notch  falls  very  low,  reaching  below  the 
level  at  which  the  upstroke  begins,  the  jnilse  is  said  to  be 
llyper-dicrotous. 


Fis.t1^-—Uyper-dicrotous  pulse.  Pressure  2 oz.  Pulse  120. 


The  p)iilsc  of  Aortic  Regurgitation  is  large,  the  upstroke  quite 
vertical,  the  apex  pointed  and  well  produced,  the  tidal  wave 
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;us  a rule  well  marked,  tlie  aortic  notch  low,  and  the  dicrotic 
wave  small. 


Fij;.  12.  — Pulse  of  Aor lie  Heguryitation.  Pi-essuru  oz. 

The  following  pulses  from  a cji.se  of  thoracic  aneurism  show  a 
marked  difference  on  the  two  sides. 


Fig  l;t.  Right  Radial. 


Fig.  14. — Left  Radial 


The  Senile  Pulse  or  Pulse  of  Rigid  Arteries. — Its  most  marked 
features  are  the  substitution  of  a ])lateau  for  an  apex,  and  the 
unbroken  character  of  the  descent  line. 


Fig.  15.— Senile  Pulse. 
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Fig.  16.—Tracinj/rom  a case  of  mitral  regurgitation,  showing  the  pulse 
irregular  in  force  and  rhythm. 


In  Bright’s  disease,  especially  of  the  chronic  type,  the  tension 
in  the  arterial  system  is  usually  much  inci'eased.  This  is  indi- 
cated by  the  marked  tidal  wave,  by  the  small  dicrotic  wave 
occurring  high  up  in  the  diastolic  part  of  the  ti’acing,  and  by 
the  great  pressure  which  the  pulse  will  bear.  The  following 
tracing  from  a patient,  10  years  of  age,  illustrates  these 
charactei-s. 


Fig.  17. — Pulse  racing  from  a subacute  care  of  ISright’s  disease.  Pulse  bi>. 

Pressure  5 oz. 


GENERAL  OR  CONSTITUTIONAL  INDICATIONS  OF  THE 
FEBRILE  STATE. 

In  addition  to  an  increased  temperature  and  a rapid  pulse, 
there  are  certain  general  signs  of  fever  which  are  of  great  value. 
Flushing  of  the  face  is  common  in  fever,  but  care  is  required  to 
prevent  mistakes  in  judging  of  this,  as  the  colour  of  the  checks 
varies  much  in  different  persons,  and  such  an  accident  as  lying 
on  the  clieek  often  produces  a local  flush,  apart  from  fever  •,  in 
such  cases  the  thermometer  is  an  invaluable  guide.  Sweating 
is  habitual  in  some  fevers  (enteric  and  rheumatic  fevers),  and 
is  common  in  certain  stages  of  most  febrile  diseases ; the  total 
absence  of  sweat,  giving  tlie  sense  of  a dry  pungent  heat  to  the 
hand  as  applied  to  the  skin,  is  an  important  fact.  The  sweating 
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is  sometimes  habitual,  as  in  the  night  or  early  morning 
sweatings  of  phthisis ; it  is  also  often  cold  and  clammy,  and 
in  such  cases  it  maybe  assoeiated  with  bad  dreams;  this 
combination  is  common  in  cases  of  deep-seated  suppurations, 
disease  of  the  bones,  ikc.  Sweating  is  sometimes  local,  as  of 
the  head  in  rickets;  or  of  one  side  of  the  body,  in  certain 
afiections  of  the  sympathetic  nerve,  sometimes  apart  from  any 
other  obvious  disease,  and  sometimes  connected  with  aneurismal 
or  other  tumours  in  the  chest  or  neck.  Headache  and  j>ain  in 
the  back  are  very  common  in  nearly  all  the  acute  specific  fevers 
at  their  beginning,  and  one  or  other  is  usually  pi’esent,  more  or 
less,  in  all  febrile  states.  Pain  in  the  back  is  very  specially 
pronounced  in  cases  of  small-jiox.  (Of  course  these  pains  are 
often  due  to  quite  difierent  causes,  see  Chapter  vi.)  Unequal 
distribution  of  heat,  a feeling  of  heat  in  the  head  and  of  cold 
in  the  extremities,  a burning  heat  in  the  hands  or  the  feet,  a 
sense  of  cold  water  trickling  down  the  back,  a feeling  of  chilli- 
ness increased  on  any  exposure  to  a draught  of  cold  air,  and 
actual  shiverings  in  all  degrees  of  their  .severity  are  exceedingly 
common  in  the  beginning  of  febrile  diseases,  especially  before 
the  patient  has  taken  to  bed ; these  sensations  often  lead  him 
to  hang  about  the  fire-place,  complaining  of  cold,  although  hi.s 
temperature  may  be  very  high ; they  tend  to  disappear  Avhen, 
by  proper  heating  and  clothing  in  bed,  the  temperature  of  the 
various  parts  of  the  body  becomes  more  equalised.  While 
shiverings  are  common  at  the  beginning  of  all  inflammatory 
and  febrile  diseases,  they  are  especially  frequent  and  repeated 
in  ague,  in  serious  suppurations,  in  renal  inflammation  and 
renal  colic,  in  cases  of  gallstones,  and  in  embolism  and 
jiyajinia.  Young  children  seldom  have  distinct  shiveidngs. 
Rigors  also  occur  occasionally  in  connection  with  sudden  defer- 
vescence. Many  of  the  sensations  just  referred  to,  and  even 
actual  shiverings,  occur  apart  from  fever  altogether  in  nervous 
subjects ; the  thermometer  is  here,  again,  invaluable.  The 
dirjestive  functions  are  almost  alw.ays  impaired  in  febrile 
diseases,  and  especially  at  the  onset  of  the  specific  fevers. 
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Vomiting  is  very  common  in  the  last  named,  and  is  some- 
times very  severe  and  persistent  (small-pox,  scarlatina,  and 
occasionally  enteric  fever);  in  other  cases  slight  sickness  oi- 
nausea  is  all  that  is  complained  of.  The  appetite  is  almost 
always  impaired,  and  often  completely  suppressed.  The  bowels- 
are  usually  disordered ; the  febrile  state  tends,  as  a rule,  to 
])roduce  constipation,  but  occasionally  diarrhma  is  seen  to 
result  from  the  action  of  the  specific  fever  (as  in  the 
beginning  of  malignant  scarlatina),  and  sometimes  there  is  a 
special  connection  between  the  diarrhcea  and  the  febrile  disease- 
(as  in  ulceration  of  the  bowels  in  enteric  fever,  and  in  tuber- 
cular and  dysenteric  ulcerations) ; at  times,  however,  the 
looseness  of  the  bowels  seems  related  to  the  pyrexia  as 
such  and  ceases  with  it.  The  state  of  the  tonmie 

O 

reflects  the  constitutional  distiu'bance  produced  by  the  fever 
so  far  as  the  digestiA-e  organs  are  concerned.  (See  Tongue, 
Chapter  xi.)  Thirst  is  almo.st  always  present  in  the  febrile  state,, 
especially  at  the  beginning  of  the  illness,  and,  notwithstanding 
the  large  amount  of  fluid  swalloAved,  the  urine  is  usually 
scanty  and  high-coloured.  3Iuscular  prostration  is  present 
in  all  seA^ere  cases  of  fever,  and  is  often  A^ery  marked  eA’en 
at  the  beginning  of  some  of  the  specific  fevers.  Delirium 
is  xtsually  associated,  in  A^ery  varying  degi'ees  hoAvever,  Avith 
high  ranges  of  jAyrexia  from  Avhatever  cause  ; the  degree  of 
it,  and  the  date  at  Avhich  it  ajxpears,  as  Avell  as  its  chai-acter, 
vary  much  in  different  diseases.  Convulsions  sometimes  tako 
the  place,  as  it  Avere,  of  delirium,  esjiecially  in  young  children,, 
and  often  mark  the  beginning  of  acute  inflammatory  or  febrile 
diseases  in  them.  A degree  of  bronchial  catarrh  is  not  un- 
common in  nearly  all  serious  febrile  states,  and  is  a special 
feature  in  some.  Cutaneous  eruptions  ai'e  cliaracteristic  of 
certain  febrile  diseases.  (See  Febrile  Rashes,  p.  91.) 

The  Clinical  Significance  of  the  Feurile  State  is  A'cry 
great,  and  this  remark  ai>i)lies  both  to  the  i)resence  and  absence 
of  this  state  in  a giA'en  case.  It  has  already  been  explained  hoAv 
the  febrile  state  is  to  be  judged  of ; the  possibility  of  our  observa- 
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tion  occurring  in  an  apyretic  interval  must  bo  remembered 
before  we  arrive  at  a negative  conclusion.  Sometimes  the  fact 
of  fever  {i.e.,  pyrexia)  is  all  that  can  bo  made  out;  but  without 
denying  the  existence  of  a simple  continued  fever,  we  are  seldom 
justified  in  resting  satisfied  till  we  either  have  referred  the 
pyrexia  to  one  of  the  specific  fevers  (typhus,  scarlatina,  ague, 
pertussis,  Ac.),  or  have  ascertained  that  it  is  symptomatic  of  .some 
special  inflammation  (pneumonia,  pleurisy,  abscess,  rheumatism, 
Ac.),  or  at  least  of  some  disease  known  to  be  associated  with 
febrile  disturbance  (phthisi.s,  tuberculosis,  syphilis,  &c.) 

(1.)  Specific  Fevers  and  Flashes.  — In  determining  thi.s 
question,  attention  must  be  directed  to  the  presence  or 
absence  of  the  “ rashes  ” found  in  most  of  the  specific  fevers 
(see  j).  91).  These  must  be  carefully  searched  for  in  their 
favourite  situations,  and  the  date  of  the  illness  must  be 
considered  in  this  respect,  as  to  whether  there  has  been  time 
for  the  appearance  of  the  rash.  As  the  exact  date  of  the  illness 
is  often  obscure,  and  as  the  day  on  which  a febrile  rash  ajipears 
deviates  occasionally  from  the  average  times  usually  stated, 
some  little  allowance  must  often  be  made  for  such  variations 
befoi’e  arriving  at  a decision.  The  occasional  absence  of  tho 
rash,  in  nearly  eveiy  fever  iisually  characterised  by  an  eruption, 
must  also  be  remembered.  Other  circumstances  often  render 
the  existence  of  such  fevers  very  probable,  or  indeed  cci’tain, 
even  when  no  rash  has  aj)peai'ed.  In  examining  for  a febrile 
nxsh,  other  cuhineous  eruptions  (not  of  this  class)  may  be 
detected,  and  it  must  be  considered  whether  the  eruption  dis- 
covered is  of  the  kind  and  of  the  extent  to  account  for,  or  to  be 
in  harmony  with,  the  febrile  movement.  Some  skin  diseases,  as 
they  are  called,  are  associated  with  much  fever,  others  with 
little  or  none.  The  po.ssibility  of  an  eruption  from  the  use  of 
medicines,  and  the  influence  of  certain  articles  of  diet  must  be 
kept  in  view.  (See  Eruptions  from  hledicine  and  Food,  p.  88.) 
Moreover,  when  there  is  high  pyrexia,  a certain  congestion  of 
the  skin,  especially  in  the  dependent  parts,  sometimes  simidates  a 
scarlet  rash.  Eniptions  indicative  so  fxr  of  certain  diseases,. 
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although  they  cannot  be  called  siiecitic,  are  sonietinies  found  in 
the  febrile  state — such  as  lierpes  labialis  in  pneumonia,  or 
miliary  vesicles  in  enteric  and  childbed  fever,  rheumatism,  (fee. 
Occasionally  a rash  is  found  in  diseases  not  usually  character- 
ised in  this  way — thus  we  may  have  a rash  in  diphtheria  and 
relapsing  fever,  and  in  the  early  or  pre-emptive  stage  of  small- 
pox and  enteric  fever. 

(2.)  Inflammations. — When  no  specific  rash  exists,  and 
no  distinct  history  of  contagion  is  suggested,  search  must 
be  made  for  signs  of  inflammation,  and  although  the  case 
may  be  adniitted  to  a medical  ward,  the  possibility  of 
superficial  inflammations  or  abscesses,  periostitis,  otitis,  paro- 
titis, and  other  glandular  inflammations,  must  never  be 
forgotten,  especially  in  the  case  of  children  or  those  unable 
to  express  their  sensations.  Tonsillitis,  quinsey,  pharyngeal 
■abscess,  scarlatina,  and  diphtheritic  sore  throat  must  also  be 
remembered  in  this  connection.  Pain  and  its  situation  usually 
_guide  us  to  these  and  similar  inflammations,  and  also  to 
articular  or  muscular  rheumatism.  Regarding  internal 
inflammations,  the  importance  of  examining  the  chest  cannot 
be  over-rated,  as  we  often  find  there  the  explanation  of  the 
febrile  disturbance.  This  must  never  be  neglected.  Inflamma- 
tions of  other  internal  oi’gans  usually  indicate  their  existence  by 
pain  over  the  parts,  or  by  changes  in  the  excretions,  or  by  other 
-alterations  in  the  functions,  such  as  paralysis,  delirium,  <fec.  A 
•systematic  search  must  be  made  into  the  state  of  all  the  im- 
portant organs  before  an-iving  at  a negative  conclusion. 

Shiverings  are  common  in  various  febrile  diseases,  especially 
at  the  beginning  ; but  when  severe  and  recurring,  the  idea  of 
suppuration  somewhere  is  suggested,  or  perhaps  embolism  and 
pyoemia.  Such  suppurations  may  be  in  i)arts  beyond  the  reach 
of  our  diagnosis,  but  search  must  be  made  for  tender  regions  in 
the  principal  organs,  and  also  in  the  joints. 

(3.)  Care  must  be  taken  not  to  conclude  at  once  that  the 
febrile  state  is  due  solely  or  chiefly  to  the  inflammation  which 
we  may  have  detected  by  our  examination.  For  example. 
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bronchitis  is  an  habitual  accompaniment  of  typhus,  and  pneu- 
monia is  common  in  many  fevers.  Inflammation  or  congestion 
of  the  kidneys  (with  albuminuria)  is  a frequent  complication  in 
many  complaints.  It  is  often  difficult  to  know  whether  we 
have  to  do  with  a primary,  a secondaiy,  or  a mere  coincident 
inflammation ; the  date  of  the  illness,  and  the  known  characters 
of  the  disease,  often  assist  us,  and  the  want  of  correspondence 
between  the  apparently  slight  extent  or  severity  of  the  inflam- 
mation and  the  intensity  of  the  fever,  sometimes  leads  us  to 
suspect  that  there  is  something  behind  the  local  inflammation. 


CHAPTER  IV. 


SKIN— HAIR— NAILS— GLAN  DS— JOINTS.  i 
CUTANEOUS  ERUPTIONS. 

RUPTIONS  on  the  skin  are  sometimes  brought  promi- 


nently under  our  notice  as  the  chief  part  of  the  patient’s 
complaint,  or  at  least  are  so  obvious  that  they  cannot  be  over- 
looked ; but  in  other  cases  we  have  to  search  carefully  for  an 
eruption  which  the  j)atient  may  be  uncon.scious  of,  or  which  he 
may  regard  as  quite  trivial  and  accidental.  Most  of  the  cutane- 
ous eruptions  serve  to  indicate  the  presence  of  some  constitutional 
affection  or  general  tendency.  Thus  the  eruptive  fevers  present 
on  the  skin  the  evidence  of  a general  disturbance  of  the  whole 
system.  The  occurrence  of  early  or  late  syphilitic  ei’uptions 
likewise  reveals  a constitutional  affection,  and  the  same  may  be 

1 In  addition  to  the  works  on  general  medicine  and  diseases  of  children, 
we  must  also  refer  to  surgical  treatises  regarding  certain  cutaneous  and  gland- 
ular affections. 

For  the  Febrile  Eruptions,  see  especially  Reynolds’s  System,  Vol.  I.,  and 
Murchison  on  Continued  Fevers  (with  coloured  illustrations  of  Typhus  and 
Enteric  Rashes). 

For  Skin  Diseases,  consult  the  works  of  Tilbury  Fox,  M'Call  Anderson, 
Neumann,  and  Hebra.  For  illustrations  of  these,  see  the  Atlases  by  Tilbury 
Fox  and  Erasmus  'Wilson.  The  plates  issued  by  the  New  Sydenham  Society 
are  perhaps  the  most  accessible.  See  also  Greenhow  on  Addison’s  Disease. 

Regarding  Affections  of  the  Joints,  the  reader  may  refer  to  the  articles  on 
gout  and  rheumatism  in  various  medical  treatises,  and  especially  in  Reynolds'.^ 
System,  "Vol.  I. ; surgical  works  may  also  be  referred  to  with  much  advan- 
tage, especially  Holmes’s  System,  Vol.  IV. 
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said  of  scrofulous  and  perhaps  of  cancerous  diseases  of  the  skin. 
The  pigmentations  of  pregnancy  and  Addison’s  disease,  the 
blotches  in  scurvy  and  purpura,  and  the  influence  of  certain 
medicines  in  producing  eruptions  of  various  kinds  all  indicate 
the  same  thing.  Eczema  and  psoriasis,  from  their  symmetrical 
distribution,  their  tendency  to  recur,  and  their  association  Avith 
certain  other  diseases  in  the  patient  himself  or  in  his  family,  can 
often  be  shown  to  be  much  more  than  mere  local  diseases. 
Fjven  parasitic  afl'ections  of  the  skin  often  owe  their  rapid 
development  and  pei-sistency  to  the  general  state  of  the  health  : 
the  vegetable  parasites  do  not  seem  to  find  a suitable  nidus  in 
perfectly  healthy  subjects. 

These  remarks  are  designed  to  direct  attention  to  the  two 
great  points  in  the  study  of  cutaneous  eruptions — the  local 
condition  and  the  general  state.  The  general  derangement  may 
manifest  itself  by  changes  of  which  the  skin  affection  is  but  one 
out  of  many  or  the  cutaneous  disease  may  be  the  sole  manifes- 
tation, or  at  least  the  chief  evidence,  of  the  general  disorder. 
On  the  other  hand,  affections  of  the  skin  arising  purely  from 
local  causes,  or,  as  more  frequently  happens,  aggravated  by  local 
influences,  may  produce  a general  disturbance  of  the  Avhole 
system. 

For  the  classification  of  skin  eruptions  the  most  satisfactory 
and  the  most  solid  systerix  would  be  one  based  on  their  causa- 
tion, rather  than  on  their  sjiecial  forms.  Hitherto  this  has  only 
been  possible  to  a slight  extent,  as  the  causes  of  many  eruptions 
are  unknown,  and  the  causes  of  others  are  not  uniform,  or 
perhaps  are  complex  and  indfrect.  The  real  cause  of  eruptions 
must  bo  kept  in  view,  hoAvever,  so  far  as  this  is  possible.  It  is 
of  the  utmost  importance,  for  example,  to  know  whether  an 
eruption  is  due  to  iodide  of  potassium,  to  small-pox,  to  syphilis, 
or  to  scabies  : any  system  which  would  group  together  such 
diverse  alTections  as  “papular”  or  “pustular,”  even  although 
they  may  all  present  papules  or  pustules,  tends  only  to  mislead. 
And  further,  any  gi’ouping  of  skin  eruptions  based  merely  on 
the  elementary  lesions  is  rendered  impossible  for  any  useful 
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puiposo,  when  we  find  scabies,  for  example,  presenting  at 
different  times,  or  even  in  different  2>arts  at  the  same  time,  such 
diverse  lesions  as  papules,  vesicles,  and  pustules ; or  when  wo 
find  eczema  at  one  time  j)apular,  at  another  vesicular,  at  another 
pustular,  and  at  another  somewhat  scaly  j or  when  we  find 
syphilis  assuming  nearly  every  variety  of  form. 

Still,  as  the  causes  of  eruptions  are  often  unknown,  and 
cannot  even  be  suspected  by  the  inexperienced,  we  avail  our- 
selves of  the  obvious  distinctions  affoi’ded  by  the  peculiarities, 
of  the  lesion ; and  when  nothing  more  can  be  done,  the  student 
may  at  least  describe  the  nature  of  the  lesion,  the  extent  and 
distribution  of  the  eruption,  and  the  general  and  local  symptoms 
associated  with  it. 

The  Elementauy  Lesions,  indeed,  formed  the  basis  on 
which  Willan  and  Bateman’s  classification  was  built;  and, 
although  now  discarded,  like  most  of  the  old  nosological  systems,, 
the  facts  on  which  it  rested  are  of  great  value  and  arc  still 
constantly  refei-red  to. 

Erythema^  is  a simple  redness  of  the  skin,  fading  readily 
on  pressure,  and  not  extending  to  the  cellular  tissue.  (Erythema 
may  be  simply  symptomatic  of  adjacent  inflammation.  Among 
the  varieties  of  erythema  we  have,  E.  Iseve,  E.  intertrigo, 
E.  nodosum,  E.  fugax,  and  E.  gangrienosum.) 

Wheals  ^ (pom  phi)  are  well  represented  by  the  red  and  white- 
elevated  patches  produced  by  the  sting  of  a nettle,  or  the  bite 
of  a bug,  or  even  of  a flea;  in  slight  forms  the  white  portions 
may  not  appear ; in  severer  forms  they  may  be  complicated 
with  blisters.  (Wheals  occur  in  urticaria  in  its  acute  and 
chronic  forms.  ‘ Factitious  urticaria  ’ is  the  name  used  for  the 
variety  produced  in  certain  persons  by  mechanical  irritation.) 

Paimloi  are  pimples  of  various  sizes  and  forms;  they  may, 
however,  be  very  different  in  their  constitution.  (Willan  and 

^ Willan  and  Bateman  had  an  order  named  “ e.xanthcmata  ” which  included 
two  of  the  febrile  eruptions  (rubeola  and  scarlatina),  and  also  roseola,  urticaria, 
purpura  and  erythema.  Roseola  is  now  usually  regarded  as  an  erythema  of  a 
rose  colour.  The  name  “Erythema,”  as  a special  disease,  was  formerly  applied 
to  cases  of  the  slighter  forms  of  erysipelas. 
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Bateman  iuchuled  under  tliis  heading,  strophulus,  lichen,  and 
prurigo  ; but  difl'erent  views  now  prevail.)  ^ 

VesiculcK  and  Bulla:  difler  from  each  other  in  size,  the  former 
being  small  blistei’s  and  the  latter  large  ones.  They  may  be 
simple,  or  they  may  be  divided  so  as  to  be  compound.  They 
may  present  perfectly  clear  fluid,  or  they  may  contain  inflam- 
matory products  to  a variable  extent,  so  as  to  present  all  degrees 
of  turbidity — the  separate  vesicles  ])assing  through  these  various 
stages ; they  may  be  associated  with  all  degrees  of  redness  of 
the  adjacent  skin,  or  they  may  be  free  from  this  complica- 
tion. Several  may  coalesce  forming  large  blisters  or  ‘ blebs.' 
(Under  ‘ vesicula?,’  Willan  and  Bateman  included  varicella, 
vaccinia,  hei-pes,  I'upia,  miliaria,  eczema,  and  aphtha ; under 
‘bulla?,’  erysipelas,  iiemphigus,  pompholyx.)  2 

1 Strophulus  and  lichen  are  regarded  by  many  as  identical ; but  strophulus, 
is  a vague  name,  including  various  different  eruptions  : it  is  not  alway.s 
papular,  and  seems  rather  to  be  connected  with  the  sudorijiarous  apparatus. 
■\VTien  not  papular,  it  is  to  be  classed  with  the  erythemata ; when  papular  it 
need  not  be  separated  from  lichen.  This  disease  again  is  regarded  by  many 
as  a form  of  eczema  (E.  papulosum  or  E.  lichenoides.)  Pruiiginous  eruptions 
are  papular ; but  the  enlarged  papillas  are  often  irritated  and  abraded  by 
scratching.  “ Prurigo,”  in  this  sense,  is  a valuable  indication  of  itching,  as  in 
scabies,  phtheiriasis,  and  urticaria.  Prurigo,  apart  from  this,  as  described  by 
Hebra,  is  rare  in  this  country. 

2 Vesicles  pass  readily  into  pustules,  so  that  some  diseases  might  be  classed 
under  either  or  both  orders.  For  varicella,  miliaria,  and  erysipelas,  see  special 
sections  pp.  96,  101,  102.  (Aphthre  are  little  blisters  on  the  mucous  mem- 
brane of  the  mouth.  See  Tongue,  Chapter  xi.) 

Herpes  consists  of  an  eruption  of  small  vesicles  arranged  in  groups  on  an 
inflamed  base  : these  run  their  course,  and  are  not  usually  succeeded  by  fresh 
groups  of  vesicles:  there  is  generally  a feeling  of  tension  and  burning; 
occasionally  neuralgic  pains  precede  or  follow  the  eruption.  “ Herpea 
labialis  is  common  in  ordinary  colds : it  also  appears  in  many  cases  of 
pneumonia,  and  in  some  forms  of  urinary  irritation  and  disease.  “Herpes 
])raeputialis  appears  on  the  prepuce.  “ Her])es  zoster"  (shingles,  zona)  usually 
girdles  the  trunk  unilaterally,  limited  pretty  strictly  by  the  middle  line,  both 
before  and  behind,  but  it  may  affect  the  thigh,  the  face,  or  an  arm,  following 
very  accurately  the  course  of  certain  nerves.  It  is  not  infectious,  and  rarely 
occurs  a second  time  in  a patient. 

Eczema  is  now  generally  made  to  include  several  forms  of  skin  disease  which 
were  formerly  separated  from  each  other.  It  is  an  inflammator)’’  disease  with 
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Fustiilce  may  result  from  the  fluid  in  the  vesicles  becoming 
purulent — this  may  arise  from  in-itation  or  other  inflammatory 
action ; the  pus  is  often  foiuned  so  rapidly  that  it  may  seem  to 
exist  from  the  beginning.  (Willan  and  Bateman  included  under 
‘pustulaj,’  impetigo,  porrigo,  ecthyma,  variola,  scabies.)  ^ 

Squamce  or  Scales  and  Pityriasis.  Scales  must  bo  distinguished 
from  thin  crusts  resulting  from  dried  secretion.  Squamse  are 
scales  from  the  beginning.  When  the  desquamation  is  very 

exudation  and  infiltration  of  the  skin,  associated  with  a sense  of  burning  or 
itching,  and  it  tends  to  the  formation  of  crusts.  In  the  ordinary  form  there 
are  vesicles  (eczema  vesiculosum)  which  exude  a clear  fluid,  which  lias  the 
property  of  stiffening  linen ; an  excoriated  red,  and  inflamed  surface 
usually  remains  exposed  ; the  discharge  may  dry  very  rapidly  into  thin  crusts 
resembling  scales.  In  some  cases  the  moist  discharge  may  almost  have 
escaped  attention,  redness  and  scaliness  of  the  skin  being  the  chief  features 
(eczema  erythematosum  and  eczema  squamosum).  In  other  cases  the  plastic 
exudation  may  remain  below  the  surface,  giving  rise  to  little  papules — the 
lichen  of  older  authors,  but  termed  eczema  jjapulosum  or  lichenoides  by  some. 
Or  the  exudation,  either  from  obvious  irritation,  or  apart  from  this,  may 
become  purulent,  and  the  secretion  of  pus  may  be  abundant  from  tlie 
beginning : this,  which  was  formerly  called  impetigo,  is  now  often  named 
■‘‘eczema  pustulosum,”  or  ‘‘eczema  impetiginodes.’’  Eczema  is  named  from 
the  parts  affected,  as  “E.  aurium,”  &c.  ; also  from  obvious  secondary 
changes  “E.  fissum,”  or  from  the  cause,  as  “ E.  intertrigo’’  from  friction. 

Rapia,  see  “ecthyma”  in  the  note  below — (although  it  may  begin  as  a 
vesicle  with  clear  fluid,  the  contents  soon  become  bloody  or  purulent). 

Pemphigus  is  characterised  by  large  blisters,  or  bullas,  varying  from  the  size 
•of  a x>ea  to  that  of  an  egg,  with  different  degrees  of  inflammation  at  their 
base.  Occasionally  large  thin  crusts  or  scales  are  formed  (“P.  foliaceus”). 

Pompholyx  is  now  merely  a synonym  for  pemphigus. 

1 Impetigo  is  more  suitably  regarded  as  a variety  of  eczema  (“  E.  pustulosum  ’’ 
or  “E.  impetiginodes”).  For  variola  see  p.  95.  Porrigo  is  either  an  eczema 
or,  it  may  be,  a parasitic  disease  of  the  head  (see  p.  90). 

Scabies  is  arbitrarily  classed  under  pustulre  ; it  is,  however,  quite  as  much 
a papular  or  vesicular  disease  ; it  is  parasitic,  due  to  the  presence  of  the 
‘ acariTS  scabiei,’  which  can  often  be  picked  out  as  a minute  speck  with  a 
needle  from  the  end  of  the  narrow  furrow  found  between  the  fingers  and  else- 
where. The  microscope  is  required  for  the  examination  of  this  insect ; but 
■the  furrows  can  usually  be  recognised.  (See  p.  84,  Fig.  18). 

Ecthyma  is  tlie  name  given  when  large  pustules  exist  on  the  skin.  It  is 
often,  if  not  always,  merely  due  to  scabies  or  to  syphilis.  Syphilitic  pustules 
when  large  sometimes  dry  up  into  dark  crusts,  shaped  like  Uinpet  shells  : such 
an  eruption  is  termed  “rupia." 
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minute  the  term  pityriasis  is  used.  Unfox-tunately,  however,  a 
disease  of  rai’e  occurrence,  “pityriasis  rubra,”  is  characterised  by 
the  shedding  of  large  scales  or  flakes.  (Willan  and  Bateman 
included  under  ‘squama?,’  lepra,  psoriasis,  pityriiisis,  ichthy- 
osis.)^ 

7'ubercula  are  little  lumps,  too  large  to  be  classed  as  pimples 
or  diffex’ing  from  thexxx  ixi  other  X’espects.  They  have  oxily  axi 
etymological  connection  with  the  tubercles  x-ecogxxised  in  the 
])athology  of  intexaial  affections.  They  ixiclude  vax-ious  cutaneous 
and  mucous  growths  of  pexTectly  dissimilar  kind.^ 

(The  vax'ious  diseases  forxnexdy  classed  ixxxder  this  heading 


^ Pityriasis,  or  desquamation,  occurs  after  erythema,  febrile  rashes,  and  other 
affections  of  the  skin,  so  that  it  often  forms  only  a stage  in  a disease. 
‘ I’ityriasis  versicolor  ’ is  parasitic,  and  is  not  properly  a squamous  disease  (see 
Fig.  22., p.  104).  “Pityriasis  rubra  acuta”  is  a rare  disease  characterised  by 
great  redness  of  the  skin  and  the  shedding  of  large  true  scales,  without  mois- 
ture and  without  much  infiltration  of  the  skin. 

Psoriasis  and  lepra  (alphos)  are  now  classed  as  one  disease ; the  name 
“lepra”  was  formerly  applied  to  the  patches  of  tliis  eruption,  in  which  it 
spread  at  the  circumference  (psoriasis  circinata)  while  the  centre  was  free ; 
the  form  of  a ring  was  thus  assumed.  This  is  a true  scaly  disease,  without 
moist  secretions,  the  scales  arc  white  and  often  glittering,  somewhat  imbri- 
cated and  very  adherent;  they  appear  on  dusky  red  patches,  which  are  slightly 
elevated  ; all  degrees  of  density  in  the  arrangement  of  scales  are  found.  All 
parts  of  the  body  may  be  affected  ; the  elbows  and  knees  seldom  escape  in  an 
abundant  eruption  of  simple  psoriasis.  "When  it  appears  on  the  palms  of  the 
hands,  or  on  the  soles  of  the  feet  alone,  it  is  almost  invariably  syphilitic.  A 
form  of  psoriasis,  resembling  the  shape  of  rupia  crusts,  has  been  named 
* ' P.  riii)ioides.  ” 

Ichthyosis. — When  the  skin  is  dry,  harsh  and  winkled,  with  thin  scales 
loose  at  their  edges,  the  term  “ xeroderma  " is  sometimes  used.  When  the 
scales  are  thicker,  more  abundant,  and  mingled  with  sebaceous  matter,  the 
name  “ichthyosis”  is  applied. 

" Acne,  pimples,  often  becoming  pustules. 

Sycosis  (see  Ringworm  of  beard,  pp.  88  and  91). 

Lupus  is  an  inflammation  and  ulceration  of  the  skin,  occurring  in  scrofulous 
subjects,  and  characterised  by  the  presence  of  a new  formation.  "VlTien  slight 
and  superficial  without  ulceration,  it  is  called  “lupus  erythematodes.” 
When  the  deposit  forms  little  swellings  without  ulceration,  “ lupus  non- 
exedens”  is  the  term.  When  ulcerations  and  cicatrices  are  j>resent  it  is 
called  “ lupus  exedens.” 
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are  now  regarded  quite  difterently.  They  were:  phyma  (boil), 
verruca  (wart),  molluscum,  vitiligo,  acne,  sycosis,  lupus, 
elephantiasis,  fi-amboesia.) 

Maculce  or  Stains  of  the  skin  are  sometimes  hasmorrhagic ; 
or  they  may  be  parasitic ; chemical  agents  and  various  con- 
stitutional disorders  pi'oduce  pigmentaiy  deposits.  (See 
p.  103.) 

Secoxdary  Changes  may  be  jn-esent  along  with  various 
forms  of  elementary  lesion. 

Desquamation,  although  often  occurring  independently  (see 
Squamae  ’’)  may  form  the  terminal  stage  of  an  erythema,  or 
the  like. 

Crusting  is  one  of  the  most  important  secondaiy  changes. 
Very  thin  crusts  may  resemble  scales,  but  careful  examination 
usually  shows  them  to  be  largely  composed  of  dried  secretions; 
(in  ichthyosis,  however,  the  scales  are  epithelial.)  The  discharge 
may  be  very  slight,  and  may  proceed  from  a surface  not  ulcerated, 
or  it  may  proceed  from  an  ulcer.  When  the  crusts  are  dark, 
this  usually  points  to  the  presence  of  a sanious  fluid  retained 
in  them,  and  this  occurs  frequently  in  syphilis.  Lupus  and 
syphilis  difier  in  their  tendency  to  scabbing — the  iilcers  in  the 
former  usually  scabbing  slightly,  those  of  the  latter  often 
scabbing  freely. 

Cockle-shaped  crusts  are  almost  diagnostic  of  syphilis  (rnpia). 
Cup-shaped  crusts  occur  chiefly  in  the  head,  composed  of  the 
parasitic  growth  termed  favus ; they  are  light  yellow  in  colour, 
and  rather  brittle.  (See  p.  90.) 

Ulcerations  are  secondary  changes  which  must  be  examined 
and  described  in  reference  to  their  edges,  etc.,  and  any  attendant 
cachexia,  as  in  surgical  practice. 

Excoriations,  fissures,  scars,  and  atrophic  lesions  are  fre- 
quently very  suggestive,  and  must  be  I’ecorded. 

The  following  indicates  an  attempt  at  a scientific  clas- 
sification of  skin  diseases,  so  far  as  this  is  yet  possible. 
(Dr.  A.  B.  Buchanan  slightly  modified  by  Dr.  M'Call  An- 
derson) : — 
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A.  Functional  Affections ; — 

Pruritus,  seborrhcea,  comedones,  milium,  hyiieridrosis,  ephelis, 
melanopathia,  vitiligo,  atrophia  cutis,  alojjecia,  hirauties,  fragilitas 
crinium. 

13.  Organic  Affections : — 

I.  Diseases  defined  by  uniform  causes  : — 

(1)  Parasitic  affections— Fcr/etoWe— Tinea  favosa,  tinea  tricophytina 
(circinata,  tonsurans,  sycosis),  tinea  versicolor,  tinea  decal  vans.  Animal 
— Scabies,  phtheiriasis. 

(2)  Syphilitic  Affections  Primary,  secondary,  and  tertiary  accidents. 
Hereditary  syphilis  infantile  and  non-infantile. 

(3)  Strumous  Affections  : — Lupus,  scrofuloderma,  lichen  scrofulosorum, 
strumous  glands,  ulcers,  and  abscesses. 

(4)  Eruptive  fevers,  Morbilli,  scarlatina,  varicella,  variola,  typhus,  &c. 

II.  Diseases  not  defined  by  uniform  causes  : — 

(1)  Inflammations : — Erythema  (strophulus,  pityriasis,  roseola),  ery- 
thema nodosum,  eczema  (lichenous,  pruriginous,  and  impetiginous), 
impetigo  contagiosa,  ecthyma  and  non-syi)hilitic  rupia,  prurigo,  urticaria, 
zona,  dermatitis,  erysipelas,  acne,  psoriasis  (or  lepra),  pemphigus, 
pityriasis  rubra.  Deep  inflammations  (furunculus).— Ulcers  (independent 
of  struma  and  syphilis),  onychia. 

(2)  New  Formations  : — Varix,  nsevus,  verruca,  callositas,  clavus,  cornu, 
ichthyosis,  scleroderma,  elephantiasis  Arabum,  E.  Grsecorum,  molluscum 
contagiosum,  fibroma  molluscum,  cicatrix,  cheloid,  cysts,  scirrhus 
epithelioma,  tumours  of  other  kinds. 

(3)  Haemorrhages.  Purpura. 

Distribution  of  Eruptions. — In  examining  a cutaneous  erup- 
tion, it  is  a gi-eat  advantage  to  see  the  surface  of  the  whole  body, 
or  as  much  of  it  as  possible.  Special  abundance  of  it  on  certain 
parts,  or  the  special  exemption  of  others,  affords  at  times  con- 
siderable assistance  in  the  diagnosis.  AVe  can  in  this  way  also 
detect  the  symmetrical  character  of  many  eruptions,  or  the 
essentially  local  disposition  of  othei-s— as  when  the  hand  is 
affected  by  some  irritant  encountered  in  a trade,  or  when  the 
eruption  is  caused  by  stockings  with  aniline  or  arsenical  dyes. 
Some  ei’uptions,  again,  follow  the  course  of  certain  nerves,  and 
in  zona  we  have  u.sually  a pretty  strict  limitation  to  one  half  of 
the  body,  the  eruption  stopping  at  the  middle  line  both  before 
and  behind  Avhen  the  trunk  is  involved.  But  in  addition  to 
this  general  view  of  the  surface,  special  regions  must  be  examined 
for  special  eruptions.  Of  the  febrile  nrshes,  some  show  firet  on 
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the  face  (variola  and  morbilli),  but  most  of  them  appear  first 
on  the  trunk,  so  that  we  must  search  the  chest,  abdomen,  and 
back,  and  we  should  also  examine  the  arms  at  the  anterior 
aspect  of  the  elbows,  &c.,  where  the  skin  is  delicate.  We  look 
at  the  elbows  and  knees  ]i)articulai'ly  in  psoriasis ; at  the 
chest  and  back  in  syphilis;  at  the  clefts  of  the  fingers  in  scabies, 
to  see  if  any  little  furrows  are  pi’esent,  and  also  at  the  inside  of 
the  thighs,  the  wrists,  ankles,  and  umbilicus  in  this  afiectiou  ; 


Fig.  IS.— Tho  itch  insect,  Acarus  Seabiei.  Female;  ventral  aspect. 

(Drawn  by  Dr.  John  Wilson.) 

between  the  shouldei-s  in  phtheiriasis ; over  the  chest  in 
pityriasis  v^ersicolor;  on  the  head  in  ringworm  and  favus;  over 
the  shins  in  erythema  nodosum ; on  the  face  and  shoulders  in 
acne,  &c. 

The  constitutional  disturbance  and  the  general  symptoms 
associated  with  cutaneous  eruptions  must  be  carefully  inquired 
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into.  Pyrexia,  headache,  and  perhaps  delirium,  pain  in  the 
back,  sickness,  vomiting  or  shiverings;  and  pain,  burning, 
tingling,  and  itching  in  the  parts  affected  are  the  most  im- 
portant. Intense  pyrexia  often  precedes  the  appeai-ance  of  the 
rash  in  the  eruptive  fevers  and  erysipelas,  and  (as  mentioned  in 
the  section  on  Pyrexia),  the  skin  must  then  be  carefully  examined 
by  good  daylight,  if  possible,  for  any  appearance  of  a rasln 
The  inspection  of  the  skin  for  a febrile  rash  should,  in  the 
first  instance,  be  made  at  such  a distance  (2  to  3 feet)  that 
the  general  appearance  of  the  suitace  can  be  seen,  rather  than  the 
minute  alterations  in  the  skin ; these  may  be  subsequently 
examined  if  necessary.  Pain  in  the  back  and  vomiting  are 
specially  suggestive  of  smallpox ; intense  headache  of  typhus  ; 
sore  throat  and  vomiting  of  scarlatina ; coryza  and  catanh  of 
measles  : shiverings  may  occur  in  the  early  stage  of  any  of 
these,  and  also  in  erysipelas.  But  even  in  those  forms  of 
eruptions,  more  usually  called  diseases  of  the  skin,  there  may 
be  much  constitutional  disturbance,  with  considerable  pyrexia 
and  some  gastric  disorder,  as  in  eczema  and  urticaria.  The 
intensity  of  the  general  symptoms  bears  a much  more  distinct 
relation  to  the  extent  of  the  cutaneous  affection  in  these  cases 
than  in  the  eruptive  fevers.  Severe  neuralgic  pains  sometimes 
precede,  sometimes  follow,  the  eruption  of  herpes  zoster. 
Considerable  pain  is  often  experienced  in  eczema,  but  in  such 
a case  the  cause  is  apparent. 

Itching  is  an  important  fact  in  cutaneous  disease.  It  is 
seldom  very  troublesome  in  the  eruptive  level's,  although  often 
present  in  measles,  small-pox,  and  chicken-pox.  It  is  seldom 
marked  in  syphilitic  eriqitions,  so  that  its  absence  counts  foi' 
something  in  the  diagnosis.  In  urticaria,  psoriasis,  and 
eczema,  itching  is  often  very  troublesome.  In  parasitic 
diseases  it  is  a very  prominent  feature,  especially  in  scabies  and 
phtheiriasis.  The  existence  of  itching  can  usually  be  recog- 
nised by  the  presence  of  a “ jiruriginous  eruption”  due  to 
scratching,  and  the  marks  of  the  nails  often  tell  the  same  story; 
this  irritation  alters  the  appearance  of  an  eruption  A'ery 
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materially,  chiefly  by  causing  inflammation.  Itching,  however,, 
may  exist  without  any  eruption.  In  some  of  these  cases,  this 
may  be  due  to  a nervous  afiection  of  the  skin,  the  pruritus 
varying  much  at  particular  times.  Pruritus,  especially  at  the 
intestinal  and  genito -urinary  orifices,  may  be  symj>tomatic  of 
disease  of  the  womb,  stone  in  the  bladder,  diabetes,  piles,  or 
other  affections  of  the  rectum.  In  many  cases,  especially 
(although  not  exclusively)  in  children,  itching  at  the  anus  is 
due  to  the  presence  of  thread  worms ; in  them  it  is  often 
associated  with  itching  at  the  nose  also,  as  manifested  by 
picking  at  the  nostrils.  But  this  picking  occurs  also  in 
diarrhoea  and  other  forms  of  intestinal  irritation. 

Itching  is  occasionally  present  to  a troublesome  extent  in 
jaundice ; it  is  not  uufrequently  produced  by  the  internal  use 
of  opium  and  moi'j)hia  in  all  their  fonns.  Some  persons  are 
especially  liable  to  this  inconvenience  in  the  use  of  opium.  An 
itching  of  the  eyelids  is  one  of  the  indications  of  the  action  of 
ai-senic. 

Causes  op  Cutaneous  Eruptions.  Infection,  Medicine, 
Food.  In  inquiring  as  to  the  cause  of  eruptions,  we  may 
ascertain  the  patient’s  ideas  on  the  subject,  or  we  may  inteiTOgate 
him  as  to  special  points  in  connection  with  special  forms  of 
disease. 

Infection. — In  the  gi’oup  of  eruptive  fevers  we  inquire  for  any 
similar  illnesses  in  the  same  family  or  neighbourhood.  Some 
assistance  is  at  times  obtained  by  learning  that  the  patient 
has  formerly  had  certain  specific  fevers,  as  a second  attack  in 
some  of  these  is  but  rarely  met  with.  (See  p.  93.)  In  suspected 
erysipelas,  we  inquire  for  exposure  to  this  disease  in  surgical 
wards,  or  otherwise;  and  for  any  contact  with  puerperal  fever 
or  pyjemia,  especially  if  our  patients  are  predisposed  to  infection 
by  open  sores,  &c.  In  children,  and  especially  in  hospital  prac- 
tice, where  infection  may  be  present,  wounds  or  open  sores  pre- 
dispose, apparently,  to  the  occurrence  of  scarlatina,  which  may  be 
mistaken  for  erythema  or  erysipelas.  In  syphilitic  eruptions 
we  may  inquire  for  the  history  of  the  original  infection  in  the 
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patient,  or  in  the  parents,  and  in  the  brothers  and  sisters  in 
the  case  of  congenital  syphilis ; in  this  last  variety,  the  occur- 
I’ence  of  abortions  before  the  birth  of  the  patient  is  often  an 
important  indication  of  syphilis.  But  in  addition  to  cases  of 
this  kind,  we  can  sometimes  trace  the  infection  of  a patient  from 
secondary  or  congenital  syphilis.  A nurse’s  arm  may  be 
infected  from  the  soi’es  on  an  infant’s  anus,  or  the  nipple  from 
the  sores  on  the  child’s  mouth,  or  vice  versa.  In  imjjetigo 
contagiosa  the  patient  may  inoculate  one  part  from  another  by 
means  of  scratching.  The  occupation  is  important  in  connection 
with  cases  of  suspected  glanders,  malignant  pustule,  Ac. 

In  parasitic  diseases  we  often  gain  considerable  assistance 
from  the  knowledge  of  their  having  sjiread  by  infection.  Thus, 
if  two  persons  sleep  in  the  same  bed,  scabies  is  almost  certain 
to  be  communicated  from  the  one  to  the  other.  This  disease  is 
often  communicated  by  infected  bed-clothes,  apart  from  any  direct 
contact  with  patients  so  affected.  In  ringworm  the  affection 
often  spreads  from  the  use  of  the  same  haii’-brushes,  although  the 
patients  may  not  otherwise  be  much  associated  ; ringworm  of  the 
body  may  appear  in  those  who  ai*e  attending  on  children 
affected  with  it  on  the  head.  In  favus  the  contagion  may  be 


Fig.  19.— Pedieuluf  pubis,  or  Crab  Louse,  with  ova  adhering  to 
the  hair.  (Drawn  by  Ur.  John  Wilson.) 

derived  from  some  pet  animal  as  well  as  from  a patient.  The 
pediculus  pubis  is  sometimes  found  in  persons  of  good  position 
from  their  consorting  with  prostitutes.  The  itch  insects,  and 
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pediculi  corporis  often  continue  to  act  on  the  patient  through 
the  medium  of  the  underclothing  and  the  hed-clothes,  even 
after  those  on  the  skin  have  been  got  rid  of.  Certain  vai’ieties 
of  the  same  parasitic  disease  must  be  borne  in  mind  while 
searching  for  the  history  of  infection — thus  we  have  ringworm 
of  the  head,  of  the  body,  and  of  the  beard. 

Certain  medicines  and  articles  of  diet  are  apt  to  produce 
cutaneous  eruptions.  Shell-fish,  preserved  .salmon,  cucumbers, 
walnuts,  game,  and  various  other  things  produce  at  times  an 
eruption  of  urticaria  or  erythema.  Some  persons,  indeed,  are 
particularly  liable  to  this  effect  from  special  articles,  so  that  it 
is  almost  certain  to  follow  their  use  ; in  others,  the  effect  is  less 
certain.  These  eruptions  sometimes  simulate  the  specific  fevers ; 
the  absence  of  constitutional  disturbance  in  proportion  to  the 
rash,  and  the  absence  of  the  special  features  of  the  specific  fever 
simulated  may  sometimes  guide  us  in  the  discrimination.  Of 
medicines,  iodide  and  bromide  of  potassium,  belladonna  and 
atropine,  sulphur,  arsenic,  tar,  and  copaiba  may  be  named  as  all 
producing  at  times  cutaneous  eruptions. 

Iodide  and  bromide  of  potassium  produce  pimples  (acne)  which 
appear  chiefly  on  the  face  and  shoulders ; occasionally  the  erup- 
tion is  more  distinctly  pustular.  The  affection  of  the  mucous 
membrane  of  the  nose  and  eyes  and  the  swelling  of  the  glands 
behind  the  jaws,  sometimes  guide  us  in  the  recognition  of 
iodism. 

Belladonna  and  atropine  produce  at  times  a distinct  erythema 
somewhat  resembling  that  of  scarlatina  : a certain  similarity  to 
the  eruption  of  measles  is  found  in  some  cases.  This  rash  may 
result  from  the  internal  use  of  the  drug  (usually  in  full  doses), 
or  from  the  action  of  external  applications  in  the  form  of  plasters, 
especially  if  excoriations  exist  on  the  skin.  Dryness  of  the 
fauces  and  more  or  less  dilatation  of  the  pupils  ai'e  usually 
present  to  assist  in  the  recognition  of  this  eruption. 

Arsenic  produces,  although  but  rarely,  an  eruption  somewhat 
resembling  eczema,  or  at  least  a prominence  of  the  papill?e  with 
congestion  of  the  skin.  In  certain  cases  herpes  zoster  has  appeai’ed 
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to  be  due  to  the  use  of  arsenic,  and  pityriasis  rubra  has  also  been 
known  to  supervene  in  connection  ■with  its  administi’ation. 
Puffiness  and  itching  of  the  eyelids,  sickness  or  pains  in  the 
bowels,  and  whiteness  of  the  tongue  assist  in  the  recognition  of 
arsenical  influence.  Local  irritation  from  arsenic  may  manifest 
itself  by  ulcerations  of  the  part  aflected. 

Sulphur  and  tar  are  said  to  produce  at  times  an  eruption 
resembling  a badly  developed  eczema. 

Copaiba  gives  rise  in  some  cases  to  urticaria  of  the  usual 
kind,  but  the  white  parts  of  the  wheals  may  be  absent,  so  that 
the  rash  is  only  red : at  times  this  eruption  closely  simulates 
measles  in  its  general  appearance,  but  it  does  not  specially  afiect 
the  face  and  is  not  associated  with  catarrh.  Copaiba  is  so  much 
used  in  the  treatment  of  gonori'hcea  that  when  we  see  an  erup- 
tion associated  with  this  disease  we  should  always  suspect  the 
action  of  this  drug.  Niti'ate  of  silver  administered  internally 
may  cause  a dark  discolouration  of  the  skin  affecting  the  parts 
exposed  to  the  light. 

In  addition  to  the  above  a gi*eat  many  remedies  produce 
eruptions  from  their  local  action  if  applied  to  the  skin. 

Affections  of  tue  Hair  : Examination  of  Vegetable 
Parasites. — Absence  of  the  hair  is  termed  “ alopecia.”  Thus  is 
sometimes,  although  very  rarely,  almost  universal,  affecting  even 
the  minute  hairs  in  every  part  of  the  body  (alopecia  univei’salis). 
The  baldness  of  advancing  years,  and  premature  baldness,  whicli 
is  often  hereditary,  need  only  be  mentioned.  The  loss  of  the  hair 
in  syphilis,  and  after  fevers  and  erysipelas,  is  usually  only  tem- 
porary, but  sometimes  a partial  baldness  becomes  permanent  in 
this  way.  Limited  patches  of  baldness  on  the  scalp,  and  more 
rarely  of  the  beard,  assuming  a circular  form,  or  at  least  with 
circular  margins,  are  termed  “ alopecia  areata  ; ” in  this  affection 
the  hair  is  quite  absent  in  the  fully  developed  aflfection,  the  skin 
being  quite  smooth  and  even  glossy.  It  is  supposed  by  some  to 
be  due  to  a parasite  (Microsporon  Audouini),  by  others  it  is  re- 
garded as  a neurosis.  In  ring-worm  and  favus  the  haii-s  are 
not  quite  absent,  the  bald  patches  present  some  stunted  haire. 
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In  favus  the  hairs  ai’e  foimcl,  in  a typical  case,  to  piei’ce  a cup- 
shaped yellow  crust  near  its  centre  : this  sulphur-coloured  crust 

frequently  lias  a mouse-like 
odour : patches  of  red,  irri- 
table, shining  skin  may  be 
found  Avhere  the  hair  follicles 
have  been  destroyed. 

In  ring-worm  the  hairs  re- 
semble stubble,  being  dry  and 
withered ; the  brittle  hairs 
break  off  short ; there  is 
often  fine  white  dust  at  their 
bases,  and  the  skin  between 
them  presents  an  appearance 
like  that  of  a plucked  fowl. 

In  examining  hairs,  scales, 
<kc.,  for  vegetable  parasites 
certain  precautions  should  be 
used.  A diseased  hair  should, 
of  course,  be  selected  if  pos- 
sible for  the  examination ; 
we  judge  by  its  stunted, 
bi’ittle  appearance,  and  by  its  looseness  on  extraction.  In 
examining  scales,  too  much  of  them  may  render  the  specimen 
rather  opaque ; the  scales  and  even  the  hairs  may  have  to  be 
dissected  by  needles  to  expose  the  parasitic  growths.  Digestion 
in  a solution  of  caustic  potash  renders  the  specimen  more  trans- 
parent. In  certain  cases  it  is  very  desirable  to  get  rid  of  the 
fat  about  the  hair  or  the  scales,  as  the  small  oil  globules 
simulate  vegetable  spores.  To  remove  these  sulphuric  ether 
may  be  used,  either  before  the  application  of  the  potash  or  after 
it,  the  specimen  being  dried  from  the  one  before  the  other  is 
applied. 

In  examining  for  vegetable  parasites,  we  seai’ch  for  spores 
(conidia) ; these  are  small  globular  bodies,  usually  arranged  in 
groups  or  clusters,  or  in  rows;  when  rows  of  these  exist  they 


Fig.  20. — Portion  of  hair  from  a oaso 
of  Favus — Tinea  Favosa — showing 
spores  of  vegctalile  par,a.sitie  growth 
— Achorion  SchonUinii.  (Reduced 
from  Bazin.) 
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may  give  off  branches  (.sporidia).  Branching  tubes,  often  of  a 
veiy  fine  thread-like  structure,  constitute  the  “ mycelium”  oi- 
“thallus”  of  these  vegetable  growths; 
they  vary  much  in  diameter,  and 
often  interlace  in  the  most  intricate 
manner.  These  growths  are  not  de- 
stroyed by  caustic  potash,  alcohol, 
ether,  or  chloroform ; in  doubtful 
cases,  where  fat,  blood,  or  pus  may 
simulate  spores,  these  re-agents  may 
be  absolutely  required  for  the  dis- 
crimination. Foreign  bodies  contain- 
ing vegetable  fibres  may  sometimes 
simulate  mycelium,  but  care  in 
selecting  the  specimen  and  the  ab- 
sence of  branching  usually  prevent 
error. 

FEBRILE  RASHES. 

Certain  specific  febrile  diseases 
are  characterized  by  the  appeai-ance 
of  a cutaneous  eruption.  They  are 
typhus,  enteric,  and  scarlet  fever, 
measles,  small-pox,  and  chicken-j)ox ; erysipelas  may  also- 
be  included  in  this  list  for  our  present  purpose.  In 
addition  to  these,  cutaneous  eruptions  are  occasionally  seen 
in  relapsing  fever  and  in  diphtheria ; some  have  alleged 
the  occasional  presence  of  an  eruption  in  pneumonia  and 
acute  tuberculosis,  but  this  must  still  be  reckoned  doubtful. 
In  all  of  these  diseases  the  eruj)tion  is  preceded  by  constitu- 
tional disturbance  and  the  general  signs  of  fever,  especially 
by  pyrexia,  shiverings,  sickness,  and  vomiting,  headache,  pain 
in  the  back,  and  general  malaise,  delirium,  and  gi’eat  ner- 
vous distm-bance ; convulsions  are  often  met  with  in  children. 
Certain  of  these  symptoms  are  more  pronounced  in  some  fevers 
than  in  othei*s,  and  several  of  them  may  be  almost  absent  in 
cei-tiiin  cases.  In  addition  to  those  which  may  be  regarded  as- 


Fig.  21.—  Portion  of  h.'iir 
from  a case  of  Ringworm 
— Tinea  Tonmrans,  or 
Tinea  PncnjiAj/fma— show- 
ing vegetable  parasitic 
growth  (with  sporules  in- 
filtrating liair,  and  a frag- 
ment of  a tubular  growth) 
— the  Tricophyton  tonxur- 
ane.  (Reduced  from  Baz- 
in.) 
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common  to  all,  special  symptoms  are  found  in  special  fevers,  as 
the  sore  throat  of  scarlatina  and  diphtheria,  the  catairh  and 
coryza  of  measles,  and  the  diarrhoea  of  enteric  fever.  The 
history  of  infection  and  of  previous  attacks  of  special  fevers 
sometimes  guides  our  diagnosis.  The  date  at  which  the  rash 
appears,  or  its  absence  at  a given  time,  constitutes  an  important 
element  in  the  differential  diagnosis.  But  in  considering  the 
following  dates  some  allowance  must  be  made  for  uncertainty 
in  fixing  the  correct  date  of  the  illness;  for  a slight  variation 
from  the  average  date  of  the  eruption;  and  also  for  the  occa- 
sional delay  of  the  eruption  quite  beyond  its  usual  term,  or 
even  for  its  non-appearance,  its  suppression,  or  its  fugitive 
chamcter  (especially  in  malignant  scarlatina). 

Subject  to  these  qualifications,  which  are  indicated  more 
fully  in  the  remarks  on  the  eruptions  in  detail,  the  following 
dates  may  be  given : — 


DATE  OF  APPEARANCE  OF  THE  FEBRILE  RASHES  AFTER 
THE  FIRST  SIGNS  OF  ILLNESS. 

Scarlatiiia  Rash  appears  on  the  first  or  second  day. 

Small-pox  appears  on  the  third  day. 

Measles  apj^ears  on  the  fourth  day. 

Typhus  appears  on  the  fifth  day. 

Enteric  Fever  appears  on  the  seventh  day  or  later. 

Chicken-pox  usually  shows  itself  within  the  first  day  after 
the  constitutional  disturbance,  but  this  is  often  so  slight  as  not 
to  be  clearly  marked. 

German  Measles  (Red  Measles,  Rotheln,  Roseola,  ic.)  may 
appear  on  the  second,  third,  or  fourth  day,  or  the  rash  may  be 
amongst  the  very  first  symptoms. 

Erysipelas  varies  considerably  as  to  the  date  of  its  appearance 
on  the  skin,  but  may  usually  be  detected  on  the  day  after 
shiverings  or  other  febrile  disturbances  have  api)eared.  Occa- 
sionally, however,  the  rash  is  delayed  or  suppressed,  or  appears 
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only  as  fugitive  patches  wliicli  readily  escape  notice,  just  as 
happens  in  certain  cases  of  scarlatina. 

PEBIOD  OF  INCUBATION. 

This  is  not  always  unifoi’m,  and  in  many  cases  cannot  be 
determined  with  accm-acy,  as  the  infection  may  linger  in  the 
clothing  or  other  materials  (fomites),  after  the  dii-ect  exposure 
of  the  person  to  the  disease. 

Scarlatina : incubation  period  varies  from  a day  to  eight  or  ten  days  ; 
apparent  prolongation  for  a longer  period  (which  is  not  unusual)  can 
often  be  explained  more  naturally  on  the  supposition  of  infection 
through  clothing  and  the  like. 

Small-pox : thirteen  or  fourteen  days. 

Varicella,  or  Chicken-pox:  ten  to  fourteen  days. 

Measles : usually  about  a fortnight ; said  to  be  seven  days  when  inocu- 
lated from  nasal  mucus  ; variation  in  extreme  from  seven  to  twenty 
one  days. 

German  measles  (Rbtheln) : varies  from  seven  to  fourteen  days. 

Typhus  fever:  varies  from  a single  day  to  nearly  three  weeks  ; usually 
about  seven  to  fourteen  days. 

Enteric  fever : about  two  or  three  weeks. 

Erysipelas : period  very  uncertain  ; probably  short,  as  a rule. 

LIABILITY  TO  SECOND  ATTACKS. 

Scarlatina : an  indubitable  second  attack  very  rare,  but  not  unknown  ; 
dubious  illnesses  sometimes  called  scarlet  fever  may  account  for  most 
of  the  so-called  second  attacks. 

Varicella,  or  Chicken-pox:  a second  attack  extremely  rare. 

Typhus  fever : a second  attack  extremely  rare,  but  not  unknown  ; the 
common  confusion  between  typhus  and  typhoid  (enteric)  fever  must 
be  remembered  in  judging  of  the  history  of  patients. 

Small-pox : a second  attack  apparently  not  very  uncommon  ; errors  in 
the  diagnosis  from  other  forms  of  pustular  eruptions  are  quite 
possible.  Traces  of  former  attacks  are  usually  quite  visible. 

Measles : a second  attack,  as  alleged,  is  very  common  ; possibly  this 
may  arise  from  there  being  two  forms  of  measles  with  distinct  powers 
of  infection  (see  Rbtheln  or  German  measles). 

Enteric  fever : one  attack  does  not  seem  to  protect  from  a second  (re- 
lapses are  also  very  common). 

Erysipelas : one  attack  seems  rather  to  predispose  to  a second  than  to 
afford  exemption. 
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The  Scarlatina  rash,  wlien  well  developed,  presents  a bright 
uniform  redness  very  similar  to  that  of  a boiled  lobster.  In  the 
early  stage  a multitude  of  minute  red  points  can  often  be  recog- 
nised, but  these  soon  coalesce  and  present  an  uniform  redness. 
The  rash  usually  appears  first  on  the  chest,  abdomen,  neck,  or 
back.  It  sometimes  comes  out  first  on  the  legs.  It  disappears 
■on  pressure — pressure  with  the  fingers,  or  strokes  with  the  nails 
leavin"  white  marks.  In  the  progress  of  the  rash  it  extends 
from  the  trunk  to  the  arms  and  legs,  and  frequently  can  be  seen 
to  have,  as  it  were,  fresh  developments,  fading  in  one  part  while 
extending  to  others,  and  varying  in  brightness  at  different  times. 
Towards  the  end  of  the  first  week  it  usually  begins  to  fade,  and 
disappears  as  a rule  before  the  tenth  or  twelfth  day.  After  the 
rash  fades  desquamation  begins,  and  this  is  usually  in  proportion 
to  the  severity  of  the  rash.  (Desquamation,  arthritic  pains, 
and  albuminous  urine  often  point  to  the  scarlatinal  nature  of  a 
rash  previously  regarded  as  trifling.)  At  times  the  scarlatina 
rash  is  so  faint  and  evanescent  as  to  be  difficult  of  recognition. 
Examination  by  good  dayliglit  is  very  important  in  such  cases. 
In  malignant  forms  the  rash  is  sometimes  very  dusky  or  almost 
petechial;  in  other  cases  it  is  patchy  and  shifting  in  its  appear- 
ance. In  the  puerpei-al  form  the  rash  may  not  be  noticeable,  or 
may  onlv  be  traceable  as  slight  patches  on  the  hands  oi  else- 
where. 

The  rashes  most  likely  to  be  mistaken  for  scarlatina  are  the 
belladonna  rash,  the  eruption  of  urticaria  when  the  white  parts 
of  the  wheals  are  absent,  and  some  forms  of  erythema.  This 
last  disease  has  probably  sometimes  been  the  real  affection  in 
patients  said  to  have  been  repeatedly  attacked  bj  scarlatina.  In 
young  infants  a transient  erytliema  or  roseola  sometimes  simu- 
lates scarlatina;  its  repetition  and  the  absence  of  sore  throat 
serve  to  guide  us.  In  German  measles,  the  rash  often  resembles 
scarlatina  so  closely  that  it  cannot  be  discriminated  in  the  later 
stac^e  of  the  eruption.  In  all  cases  of  doubtful  rasli,  the  character 
of  the  tongue,  and  especially  the  presence  of  sore  throat,  with 
patches  on  the  tonsils  or  ulcerations,  constitute  most  important 
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guides;  indeed,  when  the  rash  is  copious  we  must  have  great  hesita- 
tion in  admitting  its  scarlatinal  nature  if  there  be  no  sore  throat. 
Constitutional  disturbance  and  pyrexia  are  present  in  all  degrees 
in  scai’latina,  and  sometimes  are  so  slight  as  to  evade  our  recog- 
nition. Subsequent  desquamation  or  peeling  of  the  skin  about 
the  fingers  or  elsewhere,  and  the  occurrence  of  albuminuria 
about  the  tenth  to  the  twentieth  day  often  clear  up  the  nature 
of  a doubtful  rash.  A previous  attack  of  scarlatina  is  not  an 
absolute  protection  from  this  disease,  but  it  is  rare  to  find  clear 
evidence  of  a second  attack. 

An  eruption  of  roseola,  somewhat  resembling  that  of  scarlatina, 
sometimes  appears  before  the  small-pox  rash  comes  out.  It  is 
likewise  found  after  vaccination,  and  revaceination.  A similar 
redness  is  noticed  occasionally  in  enteric  fever  in  its  early  stage, 
and  in  connection  with  relapses.  (Roseola  exanthematica.) 

The  Small-pox  eruption  (Variola)  appears  as  a rule  on  the  third 
day,  but  sometimes  on  the  second,  foui'th,  or  fifth.  In  serious 
cases  it  appears  early  as  a rule.  The  stage  of  incubation  is 
usually  a fortnight.  Occasionally  a ‘roseola’  precedes  the 
true  small-pox  eruption,  giving  rise  to  the  idea  of  scarlatina. 
The  appearance  of  the  small-pox  rash  is  usually  associated 
with  a distinct,  and  often  with  a very  great  diminution  of 
the  previous  febrile  disturbance,  unless,  indeed,  in  the  graver 
forms,  where  the  decline  may  be  scarcely  noticeable.  The 
eruption  appears  first  on  the  face  and  neck  in  most  cases, 
but  sometimes  on  the  palate,  the  wrists,  or  the  trunk;  it 
spreads  to  the  other  parts  in  a day  or  two.  At  the  beo-innin" 
the  eruption  consists  of  red  paj)ules;  these  can  be  felt  to  be 
hard,  like  small  shot  embedded  under  the  skin.  The  pimples 
in  the  course  of  a day  or  two  become  vesicular,  but  the  contents 
rapidly  become  purulent,  and  an  area  of  inflammation  (areola) 
appears  around  the  pustules;  considerable  swelling  and  itching 
of  the  skin  usually  accompany  a severe  eruption.  When  the 
jmstules  run  into  one  another  they  are  called  “confluent,” 
when  they  remain  quite  separate  the  term  “ discrete”  is 
applied.  A depression  in  the  centre  of  the  pustule  usually 


96 


CUTANEOUS  ERUPTIONS. 


becomes  appai'ent  soon  after  it  is  formed,  but  this  “ umbili- 
cation,”  as  it  is  called,  does  not  always  occur,  and  sometimes 
it  becomes  effaced.  Each  pustule  is  multilocular.  The  “ matu- 
ration” of  the  pustule  occurs  about  the  ninth  day.  As  the 
pustules  shrink  scabs  are  formed,  and  when  these  separate 
(lark-coloured  stains  remain  for  a time.  Depressed  marks  or 
“ pits  ” are  left  in  proportion  to  the  severity  of  the  case.  The 
small-pox  papules  may  often  be  felt  in  the  roof  of  the  mouth, 
the  soft  palate,  and  the  tongue;  the  eruption  occurs,  also,  in 
other  parts  of  the  mucous  surface.  In  severe  cases  haemor- 
rhages are  seen  under  the  skin  as  well  as  inside  the  pustules. 
Haemorrhages  from  the  mucous  membranes  and  a few  paj^ules 
may  be  the  only  manifestation  of  haemorrhagic  small-pox. 

In  small-pox  modified  by  vaccination,  the  erujition  is  usually 
less  abundant  and  is  not  often  confluent.  The  constitutional 
disturbance  may  be  considerable  or  but  slight.  The  eruption 
may  closely  resemble  that  of  unmodified  small-pox,  or  it  may 
consist  simply  of  a few  abortive  pimples  without  any  proper 
vesication  or  pustulation.  Vaccination  and  re- vaccination  lessen 
the  chance  of  contracting  small-pox  very  materially. 

Chicken-pox  (Varicella)  resembles  small-pox  in  many  respects, 
but  it  is  essentially  vesicular,  although  it  may  be  pustular  where 
irritated;  the  hard  nodular  papules  are  iisually  absent.  The 
eruption  has  no  special  preference  for  the  face  but  rather  for 
the  shoulders,  back,  and  hairy  scalp.  The  vesicles  are  preceded 
by  an  eruption  of  red  spots,  but  slightly  elevated : the  lesion  is 
altogether  much  more  superficial  than  in  small-pox  and  there 
are  no  dissepiments  in  the  vesicles.  The  eruption  usually 
appears  mthin  twenty-four  hours  of  the  preceding  disturbance, 
if  there  has  been  any,  but  as  a rule  this  is  slight.  A succession 
of  separate  crops  of  the  eruption  can  often  be  recognised  from 
their  being  present  in  different  stages.  It  is  an  infectious 
disease,  but  usually  attacks  children  only.  It  is  not  prevented 
by  vaccination,  and  does  not  protect  the  patient  from  small-pox. 

27ie  chief  difficulties  in  the  diagnosis  of  small-pox  arise  in  the 
slighter  forms,  occurring  in  vaccinated  persons,  as  the  few 
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pimples  which  appear  may  be  regarded  as  trivial,  especially 
if  the  patient  be  subject  to  acne.  In  some  forms  of  measles 
a certain  resemblance  to  small-pox  arises  from  the  pajjules  in 
the  early  stage  being  unusually  hard,  or  from  the  dusky  hue 
and  hiemoiThagic  tendency  of  the  rash.  In  some  forms  of 
small-pox  also,  the  rash  resembles  measles  from  a transient 
efflorescence  forming  a basis  for  a subsequent  papular  eruption. 
The  presence  or  absence  of  the  shot-like  papules  peculiar  to 
small-pox  and  the  subsequent  coiu’se  usually  guide  us  aright. 
A pustular  eru2>tion  in  syjjhilis  sometimes  resembles  small-pox 
very  closely,  esjjecially  when  it  appears  after  gi’eat  general  dis- 
turbance. An  eruption  from  iodide  of  potassium,  usually 
|)apular  but  sometimes  pustidar,  occasionally  simulates  small- 
])ox.  The  jjresence  of  the  loculi  and  the  umbilication  in  small- 
{)Ox  pustules  are  often  useful  in  guiding  us. 

Chicken-pox  and  small-pox,  although  usually  differentiated 
easily  enough,  are  sometimes  quite  undistinguishable  in  the 
modified  form  of  the  disease,  at  least  in  isolated  cases. 

The  Measles  eruption  appeai-s  usually  on  the  fourth  day,  and 
corresponds  with  an  exacerbation  of  the  j)rodromal  fever.  It 
ajipears  almost  always  on  the  face  first.  It  consists  of  elevated 
red  spots  or  patches,  which  tend  to  assume  a circular  or  cres- 
centic outline.  At  first  the  skin  between  the  spots  is  not  red, 
but  it  usually  becomes  so  in  some  j^arts,  and  the  elevated 
patches  often  coalesce.  The  eruption  spreads  from  the  face- 
to  the  tiunk,  and  from  the  trunk  to  the  limbs.  It  may  be 
thiee  or  four  days  before  the  rash  attains  its  maximum  extent,, 
and  it  may  be  fading  in  some  jiaids  as  others  become  affected. 
The  rash  fades  on  j^ressure  in  ordinary  cases,  but  in  gi’ave  forms 
the  eruption  may  be  dusky  and  even  petechial.  Considerable 
swelling  of  the  skin  of  the  lace  is  usually  obvious  in  measles. 
The  coincident  phenomena  generally  guide  us  aright  in  the 
eaiiy  stage  or  in  doubtful  cases;  running  at  the  nose  and  eyes, 
sneezing,  cough,  and  bronchitic  rales  are  very  common.  In 
cases  with  a receding  or  undevelojred  rash  we  have,  at  times, 
grave  nervous  disturbance. 
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The  eruptions  most  likely  to  be  confounded  with  measles  are 
copaiba  rash  (see  p.  89),  typhus,  roseola,  and  hsemorrhagic 
small-pox  in  the  early  stage. 

TIlq  German  ifeasles  rash  (rubeola  notha,  roseola,  rotheln, 
rosalia)  resembles  at  times  measles  and  at  times  scarlatina,  or 
it  may  begin  with  a resemblance  to  measles  and  become  very 
like  scarlatina.  It  does  not  show  such  a preference  for  the  face 
as  measles,  and  the  crescentic  character  is  less  marked.  The 
rash  may  be  very  abundant  with  but  a moderate  temperature 
(102®  or  103°  F.).  It  usually  appears  about  the  same  time 
after  the  beginning  of  the  febrile  disturbance  as  a scarlatina 
rash,  but  may  be  somewhat  later.  There  may  be  slight  sore 
throat,  but  seldom  any  ulceration.  There  may  be  slight 
bronchial  catarrh.  The  symptoms,  like  the  rash,  present  a 
combination  of  the  peculiarities  of  scarlatina  and  measles,  but 
the  whole  disease  is  usually  mild  and  of  short  duration,  and  the 
rash  disappears  in  three  or  four  days.  The  disease  is  communi- 
cated by  a special  infection,  evidently  different  from  that  either 
■of  scai’latina  or  measles,  and  a previous  attack  of  one  or  both  of 
these  diseases  does  not  protect  the  patient  from  German  measles. 
It  is  probable  that  this  disease  is  often  involved  in  the  not 
uncommon  reports  of  children  having  had  measles  twice.  This 
form  of  eruption  is  sometimes  confused  with  a copious  tyjDhus 
rash,  as  well  as  with  scaidatina  and  measles.  It  also  resembles 
the  copaiba  rash. 

The  Typhus  rash  appears  from  the  fourth  to  the  seventh  day, 
usually  about  the  fifth  day  from  the  first  signs  of  acute  illness. 
The  rash  is  but  rarely  absent  in  typhus  fever,  except  in  mild 
attacks  in  young  patients,  and  its  extent  and  depth  bear  a 
distinct  relation  to  the  severity  of  the  case.  It  is,  however, 
very  apt  to  be  overlooked  by  the  inexperienced  owing  to  its 
delicate  tint,  to  its  brief  duration  in  some  cases,  or  to  the 
absence  of  good  daylight  for  the  examination.  Sometimes  the 
inexperienced  look  too  closely  into  the  skin,  and  so  fail  to  see  the 
mottled  rash,  which  becomes  more  evident  when  looked  at  from 
a little  distance.  A dirty  condition  of  the  skin,  and  the  presence 


TYPHUS  EASH. 


99 


of  flea  bites,  also  I’ender  the  recognition  of  a typhus  rash  more 
<lifficult.  Flea  bites,  indeed,  present  a considerable  resemblance 
to  typhus  spots  in  cerhiin  stages,  but  the  central  minute  dark 
<lot  or  bite  can  often  be  recognised ; flea  bites  also  are  generally 
‘'gg^’Ggated  on  covered  parts  of  the  body.  Before  the  rash 
appears  in  a definite  form  there  is  often  a congestion  or  redness 
of  the  skin,  well  shown  on  pressing  with  the  fingers,  especially 
over  the  back,  the  chest  and  the  belly.  This  condition  is 
associated  with  suffusion  of  the  eyes,  and  a dingy  com2)lexion. 

There  are  two  elements  in  the  typhus  rash,  which,  however, 
are  not  always  both  present — these  are  definite  spots  and  a 
more  geneial  mottling.  The  spots,  when  seen  immediately  after 
theii  appearance,  are  usually  red,  perhaps  slightly  elevated,  and 
they  disappear  on  pressure.  They  vary  in  size  u])  to  about  a 
quarter  of  an  inch  in  diameter,  and  are  irregular  in  their 
form.  In  a day  or  two  they  become  dirty  looking,  and  cease  to 
disappear  on  pressure.  Fresh  spots  may  appear  during  the 
first  two  or  three  days  of  the  eruption,  but  these  are  superadded 
to  the  first  ones,  which  remain.  The  spots  ultimately  become 
bluish  or  reddish  brown  in  colour,  and  distinct  petechiie  or  sub- 
cutaneous haemorrhages  are  not  unfrequently  developed  in  the 
typhus  spots.  In  addition  to  the  distinct  spots  just  described, 
we  usually  have  soon  after  they  appear  a general  mottling  of 
the  skin,  as  if  there  were  a “ sub-cuticular  ” eruption  of  minute 
spots.  This,  indeed,  may  be  the  only  eruption  visible  in  certain 
cases,  especially  in  the  mild  forms.  This  mottling  requires  a 
good  light  for  its  observation,  and  the  chest  and  abdomen 
.should  be  well  bared  for  the  examination;  pressure  of  the 
fingers  is  useful  in  ascertaining  the  presence  of  this  ra.sh.  The 
term  “mulberry  rash”  has  been  used  as  descriptive  of  the 
general  appearance  of  the  typhus  eruption.  The  parts  on 
which  the  eiuption  first  appears  are  the  trunk,  more  especiallv 
on  the*  front,  the  parts  about  the  front  of  the  shoulders,  and 
sometimes  even  the  arms  and  hands.  The  legs,  and  particularly 
the  face,  are  less  affected,  but  when  the  rash  is  cojiious  the 
distribution  may  be  very  general.  The  rash  persists  for  about 
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a week  after  its  appearance,  fading  somewhat  as  improvement 
begins,  or  becoming  blue,  dark,  or  petechial  as  death  apimoaches, 
and  the  spots  continue  to  be  visible  on  the  dead  body  if  the  rash 
has  existed  for  some  time. 

A second  attack  of  genuine  typhus  is  very  rare,  but  owing  to 
the  frequent  confusion  of  enteric  fever,  and  perhaps  pneumonia, 
with  this  disease,  the  mere  fact  of  a former  attack  being  alleged 
cannot  be  much  relied  on,  but  special  inquiries  as  to  the  place 
in  which  the  illness  occurred,  and  as  to  its  symptoms,  may  clear 
up  the  doubts. 

The  eruptions  most  likely  to  be  confused  with  typhus  by  the 
inexperienced  are  those  of  measles,  German  measles,  and  flea 
bites.  A rash  somewhat  resembling  that  of  typhus  appeans 
occasionally  in  relapsing  fever.  A much  more  common  error, 
however,  consists  in  overlooking  the  presence  of  the  rash  alto- 
gether. 

The  Enteric  Fever  eruption  is  almost  never  very  obtrusive, 
and  so  it  is  seldom  noticed  by  the  public ; as  a rule  it 
requires  to  be  carefully  looked  for.  It  appears  chiefly  on  the 
trunk,  and  especially  on  the  abdomen,  but  an  examination  of 
the  back  sometimes  discloses  the  only  spots  visible.  The 
eruption  consists  of  small  circular  rose-coloured  papules  (lenti- 
cixlar  spots)  not  exceeding  one-eighth  of  an  inch  in  diameter  ; 
they  are  slightly  but  distinctly  elevated ; they  fade,  or  almost 
disappear  on  gentle  pressure,  and  they  fade  in  this  way  so  long" 
as  they  last,  differing  in  this  respect  from  the  typhus  spots. 
The  number  of  these  spots  in  a case  of  enteric  fever  varies- 
exceedingly ; in  some  cases  only  two  or  three  such  papules 
can  be  found  on  a careful  search  of  the  whole  body,  and  in  others 
there  may  be  twenty  or  thirty  on  the  abdomen.  The  abundance 
of  the  eruption  bears  no  relation  to  the  severity  of  the  case.  Some 
cases  present  only  one  or  two  spots,  although  carefully  examined 
every  day,  and  not  very  unfrequently  no  eruption  can  be  found 
at  all.  The  spots  appear  in  successive  crops,  each  crop  lasting 
about  four  or  flve  days  before  disappearing.  This  feature  of  a 
succession  of  rose  spots  is  most  important  in  the  diagnosis.  It 
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can  be  demonstrated  by  marking  with  ink  all  the  spots  visible 
to-day,  say  with  a circle,  those  which  appear  to-morrow  with  a 
triangle,  and  those  which  appear  next  with  a square ; by  the 
time  these  last  appear,  the  fii-st  marks  will  be  found  empty  or 
containing  only  the  merest  trace  of  a spot.  This  eruption 
seldom  appears  before  the  seventh  day  of  the  fevei*,  but  its 
appearance  is  often  much  latex-.  Fresh  eruptions  may  continue 
to  appear  until  convalescence  is  faii-ly  established,  and  they  may 
appear  during  a relapse,  even  although  none  were  present  in 
the  first  attack. 

In  addition  to  those  rose-coloured  lenticular  spots,  vex-y  deli- 
cate blue  patches  (taches  bleuatres)  have  beeix  descx-ibed  in  this 
fever  as  appearixxg  on  the  abdomen,  and  axx  eruption  of  sudamina 
is  regarded  by  some  as  vex-y  characteristic  of  this  disease, 
but  these  last  ax-e  found  in  various  other  affectioxxs.  (See 
Sudamina,  infra.) 

The  chief  sources  of  fallacy  in  connection  with  the  eruption 
of  enteric  fever  are  : — (1)  An  iixxpex-fect  examiixation  of  the 
trunk  of  the  body.  (2)  Mistaking  the  presexxce  of  accidental 
pimples  fox-  true  “rose  spots”;  the  marking  axid  subsequent  ob- 
sei-vatioxx  of  these  bring  out  their  diffex-ence.  (3)  Typhus  spots 
whexx  freshly  out  sometimes  resemble  “ rose  spots,”  as  they  fade 
on  pressux-e  at  this  time,  but  become  pex-sistent  after  a day  or 
two.  There  is  no  mottling  between  the  entex-ic  rose  spots.  (4) 
An  abundant  eruption  of  “ rose  spots  ” has  sometimes  been  con- 
founded Avith  a typhus  rash. 

(Enteric  fever  is  contagious  probably  chiefly  through  the 
intestinal  excx-etions ; it  freqixently  affects  various  inmates  of  a 
hoxxse  about  the  same  time,  and  ax-ises  vex-y  often  from  bad 
drains  or  leaking  soil  pipes  and  contaminated  water  supply. 
This  may  opex-ate  in  poisoniixg  milk,  which  seems  to  be  a vex-y 
suitable  vehicle  for  the  propagation  of  the  poison.  A previous 
attack  does  not  seem  to  afibx’d  exeixxption  fx-om  a secoxxd.) 

Sudamina  or  Miliary  Vesicles  are  minixte  accixmxxlations  of 
the  secretion  from  the  sweat  dixcts,  arisixxg  fx-om  obstruction  to 
their  openings.  They  vax-y  in  size,  bxxt  ax-e  seldom  lax-ger  than 
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a pin-head.  They  can  be  felt  as  giving  a roughness  to  the 
surface,  and  can  be  seen  in  good  light  as  glittering  points. 
Their  contents  are  usually  clear ; occasionally  there  is  evidence 
of  inflammatory  action  in  their  contents  being  opaque  and  their 
bases  inflamed.  (This  condition  has  been  separated  from 
sudamina  by  some,  and  named  “miliaria.”) 

This  eruption  is  found  in  various  diseases,  characterised  by 
much  sweating,  and  has  no  speciflc  significance,  although 
formerly  regarded  in  this  light.  Sudamina  are  common  in 
enteric  fever,  acute  rheumatism,  phthisis,  and  after  child-birth. 

Erysipelas  is  characterised  by  redness  of  the  skin,  the 
inflammation  has  a deeper  seat  than  in  erythema,  and  there  is 
usually  very  considerable  swelling  and  elevation  of  the  affected 
part.  The  redness  is  usually  pretty  sharply  defined  by  a line 
bounding  the  part  affected,  and  it  extends,  as  a rule,  in  a con- 
tinuous way  from  one  part  to  another.  Vesication  is  not 
uncommon  in  erysipelas  if  sevei-e,  and  even  the  deej^er  sub- 
cutaneous tissue  may  be  involved  in  the  more  serious  forms 
(phlegmonous  erysipelas)  which  are  met  with  in  surgical 
practice.  Erysipelas  often  extends  from  wounds  or  sores, 
especially  when  it  arises  from  infection;  but  it  may  be  idiopathic, 
and  it  seems  at  times  to  arise  from  direct  exposure  of  the  part 
to  cold.  In  medical  practice  it  is  usually  found  attacking  the 
head  and  face,  causing  much  swelling  of  the  loose  tissues  about 
the  eyes  and  nose.  Or  it  may  attack  a limb,  or  beginning  in 
one  leg  it  may  spread  up  the  thigh,  and  crossing  over  come 
down  the  other  leg.  It  occurs  in  newly  born  children,  spreading 
sometimes  from  an  unhealthy  umbilici;s,  but  it  may  appear  in 
older  children  also,  apart  from  any  open  sore.  It  may  attack 
puerperal  women,  who  are  specially  liable  to  such  infection,  and 
in  some  cases  of  undoixbted  erysipelas  no  rash  may  be  visible. 
Sometimes  in  grave  forms  of  erysipelas  the  j:>atches  of  redness 
ai’e  irregular  and  fleeting,  readily  escaping  notice.  In  connec- 
tion with  dropsy  of  the  legs,  whether  the  skin  gives  way  or  is 
punctured,  and  sometimes  apart  from  any  oozing,  erysipelas 
often  forms  a grave  complication. 
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STAINING,  PIGMENTATION,  AND  DISCOLOURATION 
OF  THE  SKIN. 

Subcutaneous  hcemorrhages  ai’e  recognised  by  tlieir  being 
unaffected  on  pressure.  When  small,  the  words  ‘ j>etechiae,’  or 
‘ ecchymoses  ’ are  used ; when  large,  the  term  ‘ vibices  ’ is 
sometimes  applied.  These  haemorrhages  are  found  in  ty2)hus 
fever,  in  small-pox,  in  purpura,  in  scurvy,  in  diseases  of  the  liver 
and  spleen,  and  in  the  terminal  stage  of  dropsy  and  other 
exhausting  diseases.  We  must  examine  for  any  history  of 
haemorrhage  from  the  nose,  gums,  or  bowels  in  cases  of  purpura 
(see  Haemorrhages,  Chapter  ix.) ; and  we  may  sometimes  find 
sub-mucous  haemon’hages  in  the  mouth.  Purpura  also  occurs  in 
connection  with  rheumatic  affections  of  the  joints.  In  suspected 
scurvy  Ave  inquire  for  a history  of  deprivation  of  vegetables  and 
milk ; this  may  readily  occur  in  labourers  who  often  live  on  tea 
and  bacon  and  bread.  The  presence  of  spongy  gums,  and  foetid 
breath,  and  the  existence  of  pain  and  hardness  near  the  haemor- 
rhagic patches,  especially  in  the  calf,  usually  guide  us  aright. 
In  disease  of  the  liver,  leukaemia,  »kc.,  the  spots  of  haemorrhage 
seem  to  be  due  to  a depraved  state  of  the  blood.  In  typhus 
fever,  small-pox,  and  measles,  subcutaneous  haemorrhage  is 
an  indication  of  the  gravity  of  the  attack. 

Port-wine  stains,  ncevi,  moles,  dec.,  need  only  be  mentioned 
here.  Their  existence  since  childhoood  and  their  general 
appearance  usually  prevent  any  misconception. 

Discolouration  of  the  skin  sometimes  results  from  external 
agencies,  as  the  application  of  iodine  or  nitrate  of  silver. 
Frequently  repeated  poulticing  and  blistering  may  likewise 
give  rise  to  a dark  mottling  or  discolouration  of  the  skin. 
On  the  legs,  especially  of  old  people,  but  also  in  some  others, 
we  often  find  considerable  discolouration  and  mottling  from 
the  patients  sitting  much  with  their  legs  near  the  fire. 

Of  medicines  administered  internally,  nitrate  of  silver  may 
be  mentioned  as  giving  rise  to  a dark  bluish  discolouration  of 
those  parts  of  the  skin  exposed  to  the  light.  This  is  a rare 
accident  nowadays,  but  with  such  a discolouration,  especially 
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in  one  subject  to  epileptic  fits,  we  must  inquire  whether  this 
remedy  had  been  used. 

The  discolouration  of  jaundice  is  described  elsewhere,  and 
some  of  the  conditions  most  likely  to  be  confounded  with  it 
are  there  referred  to.  (See  Chapter  xii.)  Chloz'osis,  syphilis, 
malarial  fevers,  and  cancers  all  produce  an  unhealthy-looking 
discolouration  of  the  skin. 

Great  exposure  to  the  air  and  weather,  associated  with 
uncleanliness,  gives  rise  to  a darkening  of  the  skin  with 
brownish  spots  and  freckles,  and  sometimes  to  a more  general 
and  uniform  discolouration  (vagabondismus).  Sailors  and 
others  exposed  to  tropical  climates  have  frequently  a swarthy 
look,  and  the  influence  of  race  must  not  be  forgotten. 

In  phthisis  also,  we  sometimes  see  considerable  pigmenta- 
tion about  the  cheek-bones  and  around  the  orbits.  In  pityriasis 
versicolor  there  are  defined  patches  of  brownish  discolouration. 


with  minute  scales,  situated  usually  on  the  chest  or  at  least  on 
the  trunk  ; the  parasitic  nature  of  this  eruption  can  be  demon- 
strated by  the  microscope  (see  Fig.  22). 

Pregnancy  is  very  often  characterised  by  considerable  pigmen- 
tation. It  is  chiefly  marked  around  the  nipple,  about  the  linea 
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alba,  and  on  the  face.  In  uterine  tumours,  and  in  other  forms 
of  uterine  disease,  there  are  often  distinct  patches  of  brownish 
discolouration  on  the  face,  chiefly  on  the  brow,  but  other  parts 
may  also  be  affected  (chloasma  uterinum). 

In  Addison’s  disease,  the  pigmentation  affects  chiefly  the 
face,  the  exposed  part  of  the  neck,  the  backs  of  the  hands, 
the  axillary  and  umbilical  regions,  the  genitals  and  the  inner 
aspect  of  the  thighs.  This  discolouration,  as  a rule,  resembles 
the  tint  of  a mulatto’s  face,  but  in  some  parts  the  discolouration 
is  darker.  In  many  cases  considerable  assistance  is  experienced 
by  finding  brownish  stains  or  black  streaks  on  the  buccal  mucous 
membrane  and  on  the  tongue  and  the  nipples.  The  constitu- 
tional symptoms  associated  with  the  pigmentation  in  Addison’s 
disease  are  those  of  asthenia  rather  than  of  emaciation,  with 
great  feebleness  of  the  muscles,  including  the  heart  itself. 
Pains  in  the  back  and  vomiting  are  not  uncommon.  The 
disease  is  often  complicated  with  pulmonary  phthisis,  or  dis- 
ease of  the  vertebrfe,  but  the  diagnosis  can  be  most  safely 
arrived  at  when  the  prostration  and  discolouration  seem  other- 
wise inexplicable.  It  is  commonest  in  young  male  adults;  greater 
care  is  required  in  the  diagnosis  in  the  case  of  women,  and 
especially  if  there  be  any  uterine  irregularity.  The  presence 
of  hepatic  or  renal  disease  ought  also  to  make  us  more  guarded 
in  our  diagnosis. 

White  patches  of  shin  may  result  from  cicatrices  of  all  kinds. 
White  streaks  are  seen  in  connection  with  atro2>hic  lesions  of 
the  skin,  which  may  be  associated  with  evidence  of  defective 
formation  elsewhei’e.  White  vertical  lines  on  the  abdominal 
walls  are  found  habitually  in  women  who  have  boime  children: 
they  sometimes  guide  us  in  forming  an  opinion  as  to  this  fact. 
They  arise  from  previous  distension,  for  similar  streaks  are 
found  in  persons  of  both  sexes  and  in  children,  in  connection 
with  former  dropsical  swellings  of  the  belly.  White  patches 
from  simple  absence  of  pigment  in  the  skin  ai’e  named  vitiligo 
or  leucoderma.  Absence  of  pigment  in  the  skin,  hair,  and 
choroid  constitutes  albinism. 
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SYPHILITIC  ERUPTIONS. 

Syphilitic  eruptions  assume  nearly  every  variety  of  appearance 
found  in  disease  of  the  skin.  It  is  of  more  importance  to  recog- 
nise an  eruption  as  syphilitic,  than  to  define  its  special  form. 

The  following  points  for  such  a discrimination  are  given  by  Dr. 
Tilbury  Fox; — 1.  Previous  syphilitic  infection,  as  evidenced  by 
the  history,  by  cicatrices  of  the  primary  sores,  (kc.  2.  The  sym- 
metry of  syphilitic  eruptions.  3.  Their  so-called  “copper 
colour”:  dull  red  at  first,  becoming  reddish  yellow-brown.  4. 
A tendency  to  circular  form  of  the  patches.  5.  The  scales  when 
present  are  very  light  and  small.  6.  The  crusts  are  thick,  green- 
ish, or  black,  and  adhere  firmly ; vesicles  are  flat,  and  do  not 
rupture  readily ; ulceration  is  common,  the  surface  ashy  grey, 
and  the  edges  sharp.  7.  Pain  and  itching  in  the  parts  are  not 
usually  troublesome.  8.  Polymorphism  : papules,  pustules,  and 
tubercles  co-exist  in  the  same  subject,  or  one  form  of  eruption 
gr-adually  assumes  the  character  of  another. 

As  to  the  diflerent  periods  of  syphilitic  eruptions  he  gives  the 
following  chart : — 

1st  period. — Syj)hilitic  fever,  with  transient  hyperaemia  of  the 
skin,  giving  rise  to  roseola,  tkc.  (about  the  same  time  as  the 
sore  throat — a few  weeks  after  infection). 

2nd  period. — Hyperaemia  and  inflltration  about  the  sebaceous 
glands — syphilitic  acne. 

Hypersemia  and  deposit  in  the  hair  follicles,  syphilitic 
lichen. 

Ditto.  In  the  derma — papular,  and  tubercular,  squamous 
and  pustular  syphilis. 

About  the  nerves,  syphilitic  herpes  and  pemphigus. 

3rd  period. — Characterised  by  changes  in  pre-existing  syphilitic 
formations  which  lead  to  syjjhilitic  ulceration,  exostosis,  <tc. 

In  congenital  syphilis  we  look  for  mucous  tubercles  at  the 
anus  or  mouth,  red  patches  or  pustules  on  the  buttocks,  ankles, 
or  hands,  subacute  onychia,  fissures  at  the  lips;  a history  of 
“ snufiles  ” at  birth,  and  the  presence  of  notched  teeth  or  of  old 
keratitis  are  important. 
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AFFECTIONS  OF  THE  NAILS. 

Affections  of  the  nails  sometimes  serve  to  indicate  constitu- 
tional disorders  : there  are  also,  of  course,  local  affections  of  the 
parts. 

Curving  of  the  nails  is  observed  along  with  a clubbed  shape  of 
the  finger  ends,  in  cases  of  phthisis;  sometimes  the  curving  exists 
without  any  of  the  clubbing  refeired  to.  This  deformity  is  not 
limited  to  phthisis,  but  is  found  in  various  chronic  states  tending 
to  atrophy.  It  may  be  found  in  cardiac  and  aneurLsmal  disease^ 
and  in  the  latter  is  sometimes  on  one  side  oidy. 

Transverse  white  marks,  or  thinned  portions  in  the  nails,  are 
sometimes  clearly  seen  after  serious  illnesses,  such  as  fevers,  and 
we  may  occasionally  avail  ourselves  of  them  in  checking  the 
history  or  the  dates  supplied  by  a patient.  A mark  of  this 
kind  half  way  up  the  nail  may  be  reckoned  as  indicating  an 
illness  three  or  four  months  previously. 

The  nails  are  sometimes  shed  in  pityriasis  rubra,  and  in  severe 
eczema  affecting  their  neighbourhood.  In  psoriasis  and  pityriasis^ 
nibra,  the  nails  are  often  affected,  becoming  dingy,  thickened, 
curved,  grooved,  and  dirty  looking. 

Onychia,  inflammation  of  the  matrix  of  the  nail  with  sup- 
puration beneath  it,  and  loosening  of  its  attachments,  is  occa- 
sionally due  to  syphilitic  disease.  Parasitic  diseases  sometimes 
affect  the  nails  (favus  and  ringworm). 

GLANDULAR  AFFECTIONS. 

Affections  of  the  lymphatic  glands  afford  many  indications  of 
general  constitutional  states.  They  are  often,  however,  merely 
dependent  on  local  irritation.  Thus  a sore  on  the  foot  or  leg,, 
perhaps  of  a trivial  nature,  may  by  the  strain  of  walking  give 
rise  to  enlargement  and  tendei’ness  in  the  femoral  glands ; the 
anatomical  relationship  of  the  lymphatics  serves  to  indicate  the 
connection  of  these  with  the  leg,  instead  of  the  genital  organs  as 
might  at  first  be  supposed.  In  the  neck,  also,  the  posterior 
cervical  glands  may  be  enlarged  from  the  irritation  of  an  eczema 
of  the  scalp,  past  or  present,  and  not  as  the  result  of  constitu- 
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tional  syphilis.  A chain  of  small  hard  glands  in  this  situation, 
however,  constitutes  an  important  indication  of  constitutional 
syphilis,  in  the  absence  of  any  local  cause  for  their  enlargement. 
The  inguinal  glands  are  often  enlai’ged,  and  sometimes  pro- 
ceed to  supjmration,  from  the  irritation  of  a gonorrhcea,  or  of 
a soft  chancre  on  the  penis  : indeed,  the  history  of  suppurating 
buboes  and  the  presence  of  cicatrices  in  the  groin  are  to  be 
regarded  as  evidence  of  some  local  ii-ritation  in  the  genital 
organs,  leather  than  a proof  of  constitutional  syphilis  ; this  may, 
however,  coexist  with  the  othei’.  The  typical  form  of  glandular 
enlax’gement  in  the  groin  due  to  syphilis,  consists  rather  in  the 
presence  of  a group  of  moderately  enlarged,  painless,  and  move- 
able  or  rolling  glands,  which  proceed  to  suppuration  only  in 
exceptional  cases. 

Enlargement  of  the  glands  elsewhere  may  be  due  to  syphilis 
in  the  exceptional  case  of  a primaiy  sore  being  contracted  in 
some  unusual  situation : a general  affection  of  the  whole 
glandular  system  is  also  found  at  times  in  constitutional 
syphilis. 

Enlargement  of  the  glands  serves  as  a valuable  indication 
of  an  affection  of  the  system  in  certain  forms  of  cancer  and 
epithelioma-,  malignant  tumours  of  the  breast  affect  the  axillary 
glands,  malignant  growths  in  the  throat  affect  the  cervical 
glands,  and  so  on.  Even  deep-seated  cancers  may  reveal 
themselves  by  such  glandular  affections,  as  in  the  case  of 
malignant  growths  at  the  base  of  the  skull  involving  the  glands 
in  the  neck,  and  cancer  of  the  abdominal  organs  affecting  some 
part  of  the  lymphatic  system  within  our  reach. 

Enlargement  of  the  anterior  cervical  glands  is  due  in  the 
immense  majority  of  cases  to  a scrofulous  tendency  in  the 
patient,  and  their  presence,  or  the  evidences  of  their  former 
existence,  from  the  scars  and  cicatrices  left,  frequently  serve 
to  indicate  this  constitutional  taint.  They  may,  howevex*,  be 
due  to  some  of  the  other  causes  x-eferred  to  in  this  section. 
These  scrofulous  glands  sometimes  remaixi  chx’onically  enlax-ged, 
.althoixgh  fx’ee  fi'om  pain,  Ixi  pei’sons  of  a weak  constitution. 
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the  lymphatic  glands  are  sometimes  enlai’ged  from  exposure 
to  cold  and  other  comparatively  slight  causes  which  would  not 
affect  a robust  person.  Scrofulous  glands  may  occasionally  be 
felt  through  the  abdominal  walls  in  cases  of  tabes  mesenterica. 

A generalised  enlai’gement  of  the  lymphatic  glands  is  so 
often  associated  with  Leukaemia,  that  it  is  well  to  examine  the 
blood  microscopically  when  they  are  thus  affected.  The  relative 
proportion  of  white  blood  corpuscles  to  the  red  corpuscles 
varies  greatly  even  in  health,  and  it  is  often  considerably 
increased  in  anaemia  and  also  in  cancerous  affections,  but 
when  the  proportion,  as  estimated  carefully  in  various  fields  of 
the  microscope,  amounts  to  1 in  20  or  1 in  10,  the  case  may 
be  regarded  as  one  of  leukaimia;  the  proi^ortion  is  often 
higher,  and  the  white  corpuscles  may  even  equal  the  i-ed  in 
number.  (See  Examination  of  the  Blood,  Chapter  ix.)  In 
such  cases  we  must  see  if  there  is  any  enlargement  of  the 
spleen.  Leukaemia  may  exist  with  enlargement  of  the  lym- 
phatics alone  (lymphatic  leukaemia),  or  with  enlargement  of 
the  spleen  alone  (splenic  leukaemia),  or  both  forms  of  enlarge- 
ment may  be  present.  General  enlargement  of  the  lymjdiatic 
glands  may  exist  without  leukaemia,  although  dependent  on 
some  gi-ave  constitutional  affection ; the  name  “ Hodgkm’s 
Disease  ” is  sometimes  applied  to  this  special  variety,  although 
it  is  applied  by  others  in  a more  general  sense  to  cases  of 
various  kinds  with  lymphatic  enlargements  (lymphadenoma). 
In  such  cases  there  is  sometimes  a complication  from  the 
presence  of  a mediastinal  or  abdominal  tumour  (lymphoma) 
of  a similar  nature  ; these  may  give  rise  to  exudations,  and  so 
the  case  may  be  mistaken  for  a pleurisy  or  for  ascites  occurring 
in  a scrofulous  subject. 

Enlarsrement  of  the  cervical  elands  is  of  habitual  occurrence 

o o 

in  scarlet  fever;  it  sometimes  appears  veiy  early  in  the  disease, 
before  the  other  symptoms  have  been  developed,  but  usually 
comes  on  about  the  second  or  third  day  of  the  illness,  or  eA^en 
later.  It  is  specially  marked  in  the  gi’ave  forms  Avith  serious 
affection  of  the  throat ; in  young  children,  the  enlarged  glands 
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may  appear  like  a collar  surrounding  the  neck,  this  is  always 
a very  serious  indication.  Glandular  affections  in  connection 
with  ulceration  of  the  throat,  ajipearing  late  in  the  course  of 
the  fever,  are  always  of  special  gravity.  In  scarlatina,  these 
glands  often  suppurate,  and  sometimes  cause  extremely  deep 
sloughs. 

Glandular  enlargements  in  the  neck,  especially  about  the 
angle  of  the  jaw,  are  sometimes  found  in  diphtheria  and  other 
forms  of  sore  throat  and  tonsillitis,  but  they  seldom  attain 
the  size  or  extent  common  in  scarlet  fever. 

Parotitis. — Inflammation  and  suppuration  of  the  parotid  may 
be  due  to  scarlet  fever,  from  the  general  invasion  of  the  glands 
in  this  region.  It  constitutes  a sequela  of  typhus  which  is  not 
uncommon.  It  is  but  lai’ely  seen  in  relapsing  and  other  fevers 
or  in  erysipelas.  Pai'otitis,  however,  may  also  be  a special 
affection,  due  to  some  specific  infection  (mumps).  This 
disease  attacks  children  chiefly,  especially  between  five  and 
fifteen  years.  Sometimes  it  is  unilateral  but  usually  double. 
There  is  considerable  pain,  especially  on  moving  the  jaws,  and 
a certain  amount  of  fever  and  constitutional  disturbance  is 
common.  This  form  of  parotitis  seldom  proceeds  to  suppur- 
ation. Occasionally  affections  of  the  breast  or  testicle,  by 
metastasis,  have  been  observed. 

Plague,  Glanders,  d:c. — Acute  glandular  swelling  (buboes)  in 
the  axilla,  groin,  and  neck  are  found  as  a rule  in  the  Plague, 
associated  often  with  carbuncles  and  other  evidence  of  serious 
disturbance,  but  this  disease  is  not  now  prevalent  in  Europe. 

Glandular  swellings  are  likewise  found  in  connection  with 
glanders  and  farcy,  as  it  occurs  in  men  infected  from  horses, 
asses,  and  mules ; sometimes  pustular  eruptions  and  discharges 
from  the  nose  appear  in  this  disease. 

THE  JOINTS. 

The  joints  should  be  examined  in  all  cases  iu  which  they 
seem  painful.  When,  from  the  ])resence  of  fever  or  any  other 
■cause,  we  suspect  the  existence  of  acute  rheumatism,  gout,  or 
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pyaemia,  we  must  make  a careful  search  in  tlie  joints  for  any 
swelling  or  tenderness.  In  syphilis,  also,  the  history  of  pain  in 
the  joints  is  often  important.  The  presence  of  chronic  disease 
of  the  joints,  or  the  evidence  of  past  mischief  in  them,  may 
often  throw  light  on  the  scrofulous  or  gouty  tendencies  of  a 
patient ; the  evidence  of  old  disease  in  the  joints,  or  former 
suppuration,  may  serve  to  explain  the  existence  of  lardaceous 
disease  of  the  viscera.  Local  disease  of  the  joints  comes  for  the 
most  part  under  the  care  of  the  surgeon;  the  discrimination  of 
the  various  lesions  from  one  another,  and  from  hysterical  affec- 
tions, which  occasionally  assume  this  form,  must  be  sought  in 
surgical  works. 

On  the  border  line  between  medicine  and  surgery  is  the  form 
of  disease  popularly  called  rheumatic  gout,”  but  more  correctly 
named  “rheumatoid  arthritis,”  or  “chronic  rheumatic  arthritis;” 
this  is  characterised  by  more  or  less  pain,  but  especially  by 
enlargement  of  the  ends  of  the  bones,  and  deformity  or 
“nodosity  of  the  joints;”  the  parts  involved  are  often  twisted 
out  of  their  position.  The  knuckles  are  perhaps  the  parts  most 
frequently  involved  in  the  early  stage,  but  all  the  joints  of 
the  limbs  may  be  more  or  less  affected.  A certain  crackling 
sensation  is  often  experienced  in  moving  or  manipulating  such 
joints.  Although  essentially  a chronic  disease,  the  patient  may 
have  acute  or  subacute  attacks ; we  then  find  redness,  swelling 
with  effusion,  and  tenderne.ss:  in  some  cases  there  may  be  a 
considerable  resemblance  to  gout.  Enlargement  of  the  ends 
of  the  bones  always  implies  an  old  standing  affection ; osseous 
deposits  may  likewise  exist  in  the  adjoining  ligamentous  tissues. 
The  general  health  is  usually  deteriorated,  and  the  articular 
mischief  often  dates  from  some  debilitating  or  exliaustins 
illness. 

Enlargement  of  the  ends  of  the  bones,  and  other  osseous 
growths  and  deformities  resulting  from  spontaneous  fractures, 
are  met  with  occasionally  in  cases  of  locomotor  ataxy.  Chalky 
deposits  in  the  joints  sometimes  simulate  the  deformity  of 
rheumatoid  arthritis,  and  some  doubt  may  remain  in  certain 
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cases  till  the  deposits  are  exposed  by  ulceration.  Enlargement 
of  the  ends  of  tlie  bones,  with  the  appearance  of  “ double 
joints,’  occurs  in  children  as  one  of  the  characteristics  of 
rickets. 

In  acute  rheumatism  (rheumatic  fever)  pain  in  the  joints  is 
usually  an  early  symptom,  although  there  may  be  high  fever 
for  a day  or  two  before  this  becomes  pronounced.  When  the 
pains  are  present  in  various  joints  we  can  seldom  mistake  the 
nature  of  the  illness.  But  when  the  joints  of  the  spine  seem 
the  only  parts  affected,  we  may  indeed  be  in  doubt,  as  pain  of 
this  kind  often  arises  from  serious  disease  of  the  bones,  or  from 
certain  affections  of  the  spinal  cord,  or  of  its  membranes.  For 
this  reason  any  case  of  rheumatism,  with  acute  symptoms, 
involving  the  back  chiefly,  without  any  swelling  of  the  joints 
in  the  limbs,  must  always  be  scrutinised  carefully  during  its 
progress,  as  many  mistakes  arise  from  applying  the  name 
‘‘  rheumatism  ” to  such  an  illness ; pain  in  the  limbs,  with 
great  tenderness  on  handling  them,  may  be  present  in  the 
spinal  affections  referred  to,  and  this  tends  further  to  simulate 
rheumatism ; more  rarely,  cerebral  meningitis  may  be  charac- 
terised by  hypersesthesia  in  this  way.  When  the  patient  is 
known  to  have  had  articular  rheumatism,  the  case  is  so  far 
simplified;  a rheumatic  attack  may  be  confined  chiefly  to  the 
back,  but  it  usually  involves  other  joints  also  during  some 
part  of  its  course. 

Acute  rheumatism  usually  produces  very  mai-ked  swelling, 
with  considerable  effusion  into  the  joints,  and  along  with  tbia 
there  is  often  redness  of  the  skin,  and  almost  always  great 
pain,  especially  on  disturbing  their  position  in  any  -way,  so 
that  the  patient  becomes  very  helpless,  and  dreads  the  least 
shaking  of  his  bed.  The  mischief  in  the  joints  appears  very 
suddenly ; it  is  sometimes  very  fleeting,  shifting  about  from 
one  limb  or  one  set  of  joints  to  another,  or  from  one  side  of  the 
body  to  the  other.  Eelajjses  are  very  common  in  this  disease, 
and  one  attack  predisposes  to  another.  We  inquire  in  cases  of 
this  kind  for  the  history  of  any  previous  attacks,  of  any  expo- 
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sure  to  cold  and  wet,  and  also  for  any  hereditary  tendency  to 
rheumatism.  We  must  always  make  a careful  search  for  the 
evidence  of  cardiac  mischief,  this  may  exist  apart  from  any 
thoracic  symptoms;  there  is,  however,  usually  more  or  less 
pain  in  the  chest  when  pericarditis  is  present.  The  tempera^ 
ture  of  the  patient  is  very  important  iii  rheumatism ; a strict 
watch  must  be  kept  on  it  if  it  seems  to  be  rising  very  high. 
With  such  an  elevation  we  may  have  alarming  delirium  or 
other  cerebral  symptoms,  although  the  articular  pains  may  be 
but  slight  or  may  even  have  greatly  diminished.  Sweating  is 
habitual  in  acute  rheumatism,  and  the  urine  is  usually  high- 
coloured  and  loaded  with  urates. 

In  children,  the  affection  of  the  joints  in  rheumatism  is  often 
so  slight  and  fleeting,  that  the  disease  is  apt  to  be  overlooked, 
or  attributed  to  “growing  pains.”  In  such  cases  swelling  and 
pain  about  the  feet  are  often  the  most  marked  features.  These 
slight  attacks  may  be  complicated  with  endocarditis  or  peri- 
carditis, and  may  lay  the  foundation  of  permanent  cardiac 
disease. 

Chronic  forms  of  rheumatism  are  foimd  in  elderly  people, 
apart,  it  may  be,  from  any  previous  acute  attacks.  This 
affection  is  characterised  by  pain  and  stiffness  of  the  joints, 
and  the  muscles  and  tendinous  structures  are  also  more  or  less 
involved. 

Quasi-rheumatic  affections  of  the  joints  occur  in  scarlatina 
and  relapsing  fever.  In  the  former  the  articular  affection 
occui’s  usually  after  the  first  violence  of  the  fever  is  over,  and 
often  coincides  with  the  period  of  albuminuria  and  cutaneous 
desquamation.  There  is  not  usually  much  swelling  in  the 
joints,  but  the  pain  is  sometimes  very  considerable.  (For 
more  serious  articular  affections  in  scarlatina,  see  Pymmic 
aflections  of  joints,  p.  116.) 

In  relapsing  fever,  pains  in  the  joints  occur  at  the  beginning 
of  the  febrile  attack,  and  often  add  materially  to  the  general 
suffering.  They  may  also  return  with  the  relapse.  The  pre- 
sence of  high  fever  and  of  articular  pains  in  this  disease  simulates. 
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acute  rheumatism  very  closely,  but  the  epidemic  character  of 
relapsing  fever,  and  its  complete  absence  for  years  together  in 
this  country,  prevent  any  very  frequent  eiTors  in  this  respect. 
Here  also  the  joints  are  but  little  swollen  as  conqmred  with 
the  usual  form  of  rheumatism.  Arthritic  pains  and  swelling 
occur  in  connection  with  purpura  (see  pp.  103  and  117),  and 
also  with  the  Hremorrhagic  diathesis  (see  Chapter  ix.) 

Gonorrlmal  rheumatism  (gonorrhoeal  synovitis)  is  compara- 
tively a rare  affection.  It  must  not  be  supjoosed  to  include  all 
the  cases  of  chronic  articular  pains  in  patients  who  have  had  at 
some  time  a gonon-hceal  discharge.  Gonorrhoeal  rheumatism 
arises  during  the  period  of  the  urethral  discharge.  It  usually 
attacks  the  knee  joint,  but  it  may  involve  various  joints  in 
succession,  and  even  the  synovial  sheaths  of  the  tendons. 
Its  appearance  may  be  marked  by  a diminution  in  the 
-discharge.  It  tends  to  recur  with  a subsequent  gonorrhoeal 
infection,  or  even  with  other  forms  of  urethral  initation,  or 
it  may  linger  as  a more  chronic  affection  associated  with  a 
^leety  discharge,  or  even  after  this  has  disappeared ; recurring 
■disease  is  apt  to  lead  to  serious  destruction  or  to  stiffness  of  the 
joint;  although  the  health  suffers  seriously,  the  patients  do  not 
often  die  of  the  disease.  Occasionally  this  gonorrhoeal  rheuma- 
tism is  associated  with  ophthalmia  at  its  commencement,  and 
with  iritis  in  its  later  stages.  As  a rare  occurrence  we 
may  have  tme  pysemic  synovitis  from  gonorrhoea,  with  its  usual 
fatal  result. 

Gout  manifests  itself  by  pain  and  swelling  in  the  joints, 
associated  with  moi’e  or  less  general  disturbance ; and  it 
appears  both  in  acute  and  chronic  forms.  Gout  has  a special 
tendency  to  affect  the  ball  of  the  gi-eat  toe,  especially  in  the 
first  attack,  but  almost  any  joint  may  be  involved;  previous 
injury  renders  a joint  particularly  liable  to  the  gouty  inflam- 
mation, and  this  may  determine  the  site  of  the  seizure.  The 
joint  becomes  exceedingly  painful  in  an  acute  attack,  especially 
if  it  be  the  first ; there  is  usually  great  swelling,  redness  or 
. lividity,  and  tension ; the  veins  are  usually  much  swollen,  and 
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after  tlie  tension  subsides,  oidema  of  the  part  remains,  and  the 
skin  desquamates.  The  i)aroxysms  of  pain  have  a marked  ten- 
dency to  nocturnal  exacerbations.  The  fever  is  usually  much 
less  than  in  rheumatism,  and  its  intensity  seems  more  distinctly 
related  to  the  local  inflammation.  General  disturbance  and 
especially  gastric  disorder,  characterised  by  acidity,  may  be 
regal ded  as  usual,  and  cramps  in  the  muscles  are  not  uncommon. 
Alaiming  symptoms  referable  to  the  stomach,  heart,  or  nervous 
system  sometimes  occur  in  connection  with  gouty  attacks,  or 
with  a recession  of  the  articular  affection.  The  fleeting  and 
enatic  forms  of  attack  common  in  rheumatism  are  not  found  in 
gout. 

The  personal  and  family  history  are  very  imjiortant  in  the 
diagnosis  of  gout  in  doubtful  cases.  Gout  is  rare  in  Scotland, 
except  among  the  upper  classes,  although  not  uncommon  amongst 
working  men  and  hospital  patients  in  London.  It  is  commoner 
in  men  than  women,  and  seldom  appears  till  the  patient  is  near 
40  years  of  age.  The  influence  of  heredity  is  very  strongly 
maiked.  The  liabits  of  the  patient  as  to  excess  in  eating  and 
drinking  are  very  important ; the  use  of  malt  liquors  and  wines 
predisposes  to  gout  much  more  strongly  than  even  a free  use 
of  spirits.  Excess  in  the  use  of  animal  food  is  likewise  potent 
in  producing  gout.  The  connection  of  lead-poisoning  with  gout 
seems  also  to  be  so  frequent,  in  London  at  least,  as  to  assist  in 
the  diagnosis.  The  occurrence  of  renal  affections  in  gout  is 
likewise  common,  and  should  be  inquired  into,  and  the  state  of 
the  heart  and  arteries  should  likewise  be  investigated. 

The  test  of  the  gouty  condition  by  finding  crystals  of  uric 
acid  in  the  serum  of  the  blood  is  of  much  value.  Dr.  Garrod 
recommends  two  drachms  of  the  serum  of  the  blood  to  be  placed 
in  a flat  glass  dish  and  set  aside  to  evaporate  slowly;  it  is  first 
acidulated  slightly  with  acetic  acid,  and  a fine  linen  fibre  is 
introduced  into  it;  when  the  fluid  has  been  reduced  to  the 
consistency  of  a jelly,  this  fibre  is  found  crusted  over  with  cry- 
stals of  uiic  acid  if  the  blood  be  derived  from  gouty  patients,  but 
thera  ai  e no  crystals  from  the  blood  of  those  free  from  this  taint. 


IIG 


JOINTS. 


Chronic  forms  of  gout  become  developed  fi’om  repetitions  of 
the  acute  aftection.  In  gout  the  tendency  is  for  tlie  recurrences 
to  be  more  and  more  frequent,  with  less  distinct  causes  for  each 
attack.  The  joints  also  are  apt  to  become  permanently  changed, 
particularly  from  the  deposit  of  chalky  masses  in  their  struc- 
tures. These  are  called  chalk  stones  or  tophi  (i.e.,  concretions); 
they  consist  chiefly  of  urate  of  soda  along  with  animal  matter; 
their  composition  may  be  determined  as  in  the  case  of  urinary 
calculi.  Sometimes  these  concretions  give  rise  to  small  abscesses, 
and  in  this  way  become  exposed.  They  ai’e  found  in  various 
joints.  Before  they  become  visible  the  diagnosis  of  these  hard 
masses  in  the  joints  may  be  doubtful,  as  they  may  simulate 
some  enlargement  of  the  ends  of  the  bones.  Assistance  is 
afforded  at  times  by  finding  similar  small  concrelions  in  the 
ear,  especially  in  the  helix,  varying  in  appearance  from  the 
mimitest  possible  vesicle  beneath  the  skin  to  a bead-like  nodule 
resembling  a pearl. 

The  constitutional  symptoms  in  chronic  gout  vaiy  consider- 
ably .;  dyspeptic  troubles  form  the  leading  feature  in  such  cases. 

Pycemic  affections  of  the  joints  occur  in  many  cases  of  pyaemia, 
as  they  arise  in  surgical  practice.  With  these  we  have  no 
concern  here.  Affections  of  this  kind  occur  after  childbirth, 
sometimes  at  a considerable  time  after  delivery,  associated  it 
may  be  with  evidence  of  suppuration  elsewhere  fyelvic  abscess, 
jMebitis,  'pyoimia,  &c)  Essentially  the  same  kind  of  articular 
mischief  occurs  also  sometimes  in  scarlatina.  This  puerperal 
and  scarlatinal  form  of  pytemic  arthritis  is  limited  to  one  joint 
in  some  cases,  but  in  others  various  joints  are  affected.  Such 
illnesses,  although  always  serious,  are  not  necessarily  fatal. 
Pytemic  disease  of  the  joints  sometimes  occurs  also  after  certain 
forms  of  pneumonia,  with  typhoid  symptoms,  and  after  enteric 
and  some  other  fevers.  When  suppuration  is  known  to  be 
going  on  in  a case,  we  must  always  regard  articular  pains 
with  great  suspicion ; gonorrhoea  has  been  known  to  give  rise 
to  true  pytemia,  and  gonorrlimal  rheumatism  is  regarded  by 
some  as  a mild  form  of  this  disease. 
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Pyiemia,  with  affection  of  the  joints,  sometimes  occurs  in 
an  idiopathic  form,  as  it  may  be  called,  that  is,  without  any 
obvious  cause.  In  such  cases  the  symptoms  may  resemble 
those  of  enteric  fever,  although  shiverings  are  usually  present 
in  a more  pronounced  form.  In  obscure  cases  it  is  well  to 
examine  the  various  joints  as  to  swelling,  redness  and  tender- 
ness to  pressure. 

Pyjemic  joints  are  usually  jjainful,  but  sometimes  the  pain 
is  not  well  marked;  tenderness  is  very  genei-ally  present  even 
in  such  cases.  The  pya^mic  affection  has  none  of  the  fleeting 
or  shifting  character  of  acute  rheumatism.  Actual  pointing  of 
a pysemic  joint  may  take  place. 

Articular  pains  with  subcutaneous  hoemorrhayes  occur  both 
in  purpura  and  scurvy.  There  is  a form  of  disease  termed 
‘ purpura  rheumatica,’  in  which  further  pains  and  fresh  haemor- 
rhagic spots  appear  together,  and  there  may  be  haemorrhages 
elsewhere  as  well ; it  is  regarded  by  some  as  a mere  coincidence 
of  purpura  with  a rheumatic  attiick.  In  scurvy  the  articular 
pains  and  stiffness  of  joints,  due  to  the  fibrinous  effusions  found 
in  this  disease,  are  often  so  permanent  as  to  lead  to  the  idea 
of  rheumatic  instead  of  scorbutic  disease.  Affections  of  the 
joints  are  also  found  in  the  haemorrhagic  diathesis.  (See 
Haemorrhages,  Chapter  ix.) 

Syphilitic  affections  of  the  hones  and  joints  occur  in  a slight 
form  in  what  is  termed  the  secondary  stage.  But  the  more 
severe  and  persistent  pains  occur  latei*,  among  the  tertiaiy 
symptoms,  when  nodes,  &c.,  become  developed.  These  pains 
usually  affect  several  joints,  and  especially  involve  the  larger 
ones ; they  have  a very  marked  tendency  to  nocturnal  exacer- 
bations, and  the  pains  are  often  evidently  present  in  the  bones, 
and  even  in  the  head,  as  well  as  the  joints.  Other  evidences 
of  syphilis  usually  coexist  with  these  pains  when  they  are 
severe.  This  manifestation  of  syphilis  has  some  value  in 
judging  of  the  history  of  a venereal  complaint. 


118 


CHAPTER  V. 


EXAMINATION  OF  THE  ORGANS  OF  SPECIAL 
SENSE  — SUBJECTIVE  DISORDERS  OF  THE 
SPECIAL  SENSES  — TESTING  OF  CRANIAL 
NERVES.i 


HE  examination  of  the  eye  affords  indications  of  the 


gi-eatest  variety  and  importance.  No  allusion  will  be 
made  here  to  diseases  of  the  eye  itself,  unless  in  so  far  as  these 
hear  on  general  symptomatology,  or  unless  they  might  lead  to 
confusion  or  error.  (For  Subjective  Disorders,  see  p.  147). 

The  yellow  discolouration  of  the  conjunctiva  is  discussed  else- 
where in  connection  with  jaundice.  For  the  various  points 
bearing  on  the  diagnosis  of  jaundice,  and  the  colour  of  the 
sclerotic,  see  Jaundice,  Chapter  xii. 

1 In  addition  to  the  general  treatises  on  medicine,  those  on  Physi- 
ology also  must  be  consulted  for  details.  See  especially  Flint’s  Ph ysi- 
olofjy,  vol.  V.,  for  Organs  of  sense. 

General  works  on  Nervous  Diseases  are  referred  to  in  next  chapter. 
Erb’s  Treatise  on  the  peripheral  cerebro-spinal  nerves  (Ziemssen’s 
Cyclopaedia,  vol.  xi. ) is  particularly  valuable  in  this  connection. 

As  regards  the  Eye,  see  Scelberg  Wells,  Carter,  Mackenzie,  Allbutt  on 
Ophthalmoscopic  Examination  of  Medical  Cases,  and  Hughlings  Jack- 
son’s papers  in  Brit’mh  Medical  Jonrnal,  1877,  vol.  i. 

For  the  Ear,  consult  von  Tradtsch,  Eoosa,  Dalby,  and  Hinton  (in 
Holmes’s  System,  vol.  iii. ). 
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Opacities  of  the  cornea^  traces  of  old  iritis,  and  the  like,  are 
sometimes  useful  as  indicating,  along  with  notched  teeth  and 
other  signs,  certain  constitutional  affections,  especially  syphilis 
and  scrofula.  Acute  iritis  may  supervene  in  syphilitic  or 
rheumatic  cases  while  under  observation. 

The  arcus  senilis  consists  of  an  opaque  ring,  or  segment  of  a 
ring,  in  the  cornea  at  its  junction  with  the  sclerotic.  It  usually 
exists  in  both  eyes,  when  present  at  all,  but  it  may  be  present 
to  an  unequal  extent.  It  occurs  habitually  in  persons  over  60. 
When  present  in  younger  subjects  (35  to  50)  it  is  to  be  regarded 
as  a sign  of  early  degeneration  of  the  tissues  ; it  is  very  often 
associated  with  atheroma,  gout,  renal  disease,  and  cardio-vas- 
cular  changes. 

Suffusion  of  the  eyes,  with  injection  of  the  conjunctiva  and 
lachrymation,  is  often  due  to  local  causes ; but  we  also  find  it  at 
the  beginning  of  certain  fevers,  especially  measles  and  typhus. 
It  may  likewise  constitute  one  of  the  early  signs  of  meningeal 
and  cerebral  diseases. 

Protrusion  of  the  whole  eyeball  (exophthalmos)  may  indicate 
abscess  of  the  orbit  or  tumour  somewhei-e  behind  the  eyeball ; 
in  such  cases  it  is  usually  unilatei-al.  When  it  affects  both 
eyes,  and  when  associated  with  enlargement  of  the  thyroid,  and 
i-apidity  of  the  heart’s  action,  it  constitutes  an  important  feature 
in  exophthalmic  goitre.  Considerable  vai-iation  exists  normally 
in  the  prominence  of  the  eyeballs. 

Inability  to  close  the  eyelids  properly  (lagophthalmos)  is  very 
common,  but  not  invariable,  in  peripheral  paralysis  of  the  facial 
nerve.  (See  seventh  nerve,  p.  158).  It  is  uncommon,  although 
not  unknown,  in  the  par-alysis  of  the  face  of  ordinary  hemij)legia 
from  cerebral  causes. 

Ptosis,  or  droop  of  the  upper  eyelid  is  a sign  of  paralysis  of 
one  of  the  branches  of  the  thii’d  nerve.  Sometimes,  however,  it 
is  not  paralytic,  being  obviously  due  to  some  mechanical  impedi- 
ment in  the  action  of  the  muscles  or  eyelids  themselves.  When 
paralytic  it  may  exist  alone,  or  be  combined  with  other  evidence 
of  a lesion  of  this  nerve. 
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Squinting,  or  Strabismus  — Paralysis  op  the  Ocular 
Muscles — Diplopia. — In  examining  for  strabismus  we  get  the 
patient  to  direct  his  vision  to  a point  placed  exactly  opposite 
him  in  the  middle  line.  The  observer’s  finger  held  in  such  a 
position  suits  quite  well.  This  is  tried  at  various  distances, 
both  near  and  remote,  and  we  notice  whether  the  centre  of  the 
cornea  coincides  with  the  centre  of  the  palpebral  fissure.  If  a 
deviation  occurs  (primary  deviation),  we  should  notice  whether 
this  comes  into  more  prominence  when  near  or  when  distant 
objects  are  looked  at ; we  also  observe  whether  the  eyeball  is 
turned  inwards  (internal  or  convergent  strabismus),  or  whether 
it  is  turned  outwai'ds  (external  or  divergent  strabismus)  ■,  we  can 
usually  say  at  once  which  of  the  two  eyes  is  the  one  whose  axis 
of  vision  is  directed  to  the  object,  and  which  is  the  one  that 
deviates.  Sometimes,  however,  the  patient  can  fix  on  the  object 
with  either  eye  indifferently,  and  so  either  the  one  or  the  other 
may  deviate  (“alternate  squint”).  When  the  same  eye  is  always 
used  to  fix  on  the  object  there  is  usually  a distinct  difference  in 
the  acuteness  of  the  vision  on  the  two  sides — the  better  eye  being 
of  course  selected  by  the  patient  for  this  purpose.  If  now  we 
get  the  patient  to  fix  on  the  object  with  the  less  perfect  eye,  by 
interposing  the  hand  before  the  sound  one,  or  by  placing  a 
piece  of  dimmed  glass  in  front  of  it,  we  may  then  find  that  the 
sound  eye  (which  was  quite  straight  in  the  former  experiment) 
deviates  inwards  or  outwards,  just  as  the  other  did.  In  many 
cases  this  “ secondary  deviation,”  as  it  is  called,  can  be  ascer- 
tained, by  a scale  placed  below  the  eyelid,  to  be  exactly  equal  to 
the  primary  deviation  ; this  is  the  common  case  Avhen  the 
squint  depends  on  lijqDermetropia  and  myopia  apart  from  any 
paralysis  of  the  ocular  muscles  (“  concomitant  squint  ”) ; in 
paralytic  squint  the  secondary  deviation  is  often  more  extreme 
than  the  primary,  and  this  sometimes  constitutes  an  imjjortant 
indication  of  ocular  paralysis.  A deviation,  however,  which 
originated  in  a paralysis  may  be  perpetuated  as  a concomitant 
squint  after  the  paralysis  has  passed  away ; and  in  rare  cases, 
from  the  persistence  of  a non-paralytic  squint,  and  the  stretch- 
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ing  of  the  fibres  of  the  muscle,  we  may  find  a want  of  proper 
movement  from  simple  muscular  weakness  apart  from  any  true 
paralysis. 

In  cases  of  “ concomitant  squint”  there  is  no  impairment  of 
the  movement  of  the  eyeballs,  and  this  can  be  shown  by  testing 
the  eyes  separately — one  only  being  open  at  a time,  and  the 
object  looked  at  being  carried  up  and  down,  and  to  the  extreme 
right  and  left ; the  free  mobility  of  each  eye  in  all  directions 
may  then  be  ascertained.  Strabismus  having  these  peculiarities 
depends  on  a want  of  proper  adjustment  in  the  action  of  the 
muscles,  or  on  a certain  shortening  of  one  or  other  of  them ; 
such  a squint  depends,  in  the  great  majority  of  cases,  on  errors 
in  the  z’efraction  of  the  eye,  convergent  squint  being  associated 
with  hypermetropia,  and  divergent  squint  with  myopia.  These 
errors  in  refi’action  are  in  many  cases  hereditary,  so  that  a ten- 
dency to  squinting  may  be  inherited.  In  such  cases  of  strabis- 
mus, binocular  or  stereoscopic  vision  is  usually  sacrificed  at  an 
early  period  in  the  case,  and  so  the  patient  is  not  troubled  with 
diplopia.  Specks  on  the  cornea,  and  other  defects  in  the  vision, 
often  seem  to  determine  the  occurrence  of  squinting  and  the 
suppression  of  the  weak  eye.  Patients  with  hypermetropia  and 
myopia  may  also  have  squinting  produced  by  various  acute  ill- 
nesses of  a general  nature ; this  squint  may  be  temporary  or 
permanent.  It  may  thus  simulate  a cei'ebral  disturbance  under 
. certain  circumstances. 

In  paralytic  squint  the  movement  of  the  eyeball  is  impaired 
in  certain  directions,  so  that  it  cannot  be  moved  outwards  or 
inwards  beyond  the  middle  line,  as  the  case  may  be;  the  sound 
muscle,  moreover,  overbalances  the  paralysed  one,  so  that,  for 
example,  in  paralysis  of  the  external  rectus  we  have  often  an 
internal  squint,  and  in  paralysis  of  the  internal  rectus  an 
external  squint.  Before  concluding  that  there  is  ocular  para- 
lysis, we  must  see  that  no  merely  mechanical  impediment  exists 
to  hinder  the  movements.  In  paralytic  squint  the  “ secondary 
deviation  ” already  described  is  often  greater  than  the  j)rimary, 
and  when  the  vision  is  directed  towards  the  paralysed  muscle, 
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this  is  often  very  extreme.  Thus,  if  a j^erson  with  paralysis  of 
the  right  external  rectus  be  tested  as  to  his  affected  eye  (the 
vision  of  the  other  being  obstructed  with  a dimmed  glass),  and 
if  he  be  directed  to  look  at  an  object  at  his  extreme  right,  the 
nervous  energy  is  directed  to  the  riyh,t  external  rectus  and  to 
the  left  internal  rectus,  so  as  to  execute  this  conjoint  movement; 
as  the  paralysed  muscle  does  not  respond  pi’operly,  a still  further 
force  is  dii’ected  to  these  muscles,  and  thiis  the  internal  rectus 
of  the  sowid  eye  is  led  to  contract  excessively,  and  quite 
beyond  anything  that  is  required ; its  pupd  may,  indeed,  be 
buried  within  the  palpebral  fissure. 

Diplopia  is  a common  feature  in  paralytic  squint ; indeed, 
diplopia  may  constitute  the  only  evidence  of  a slight  paralysis 
of  an  ocular  muscle ; for  when  this  “ paresis,”  as  it  is  called,  is 
slight,  there  may  be  no  discernible  diminution  of  the  move- 
ments of  the  eyeball.  Diplopia  is  usually  complained  of  by 
patients  when  it  is  present  to  any  mai'ked  extent,  but  it  is 
sometimes  slight,  or  only  developed  in  certain  directions  of  the 
vision.  Moreover,  it  is  often  imjjortant  to  determine  the 
relation  of  the  two  images  to  the  respective  eyes,  and  so  a 
careful  test  is  often  demanded.  A candle  in  a dark  room, 
placed  at  different  heights,  and  in  different  positions  to  the  right 
or  left  of  the  patient,  may  be  used.  It  is  well  also  to  have  a 
piece  of  red  glass  to  place  before  one  of  the  eyes,  so  as  to 
identify  each  image  by  its  colour.  If  the  vision  of  one  of  the 
eyes  is  less  perfect  than  the  other,  we  place  the  coloured  glass 
before  the  sound  eye,  so  as  to  render  the  defective  image  rela- 
tively plainer.  The  faulty  image  is  usually  recognised,  apart 
from  this  contrivance,  by  a certain  dimness  or  obscurity  as 
compared  with  the  other ; the  false  image  may  be  placed  at  the 
side  of  the  othei-,  or  above  or  below  it,  or  there  may  be  an 
obliquity  in  its  position ; these  differences  depend  on  the  affec- 
tion being  due  to  paralysis  of  the  supei'ior,  inferior,  external, 
or  internal  recti  muscles,  or  of  the  superior  or  inferior  oblique, 
or  to  various  combinations  of  these  paralytic  lesions. 

With  regal'd  to  lateral  displacement  of  the  false  image. 
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we  must  ascertain  whether  the  diplopia  is  “crossed”  or 
“ direct.”  If  with  the  assistance  of  the  coloured  glass  the 
image  to  the  right  be  found  to  be  that  which  is  seen  with  the 
right  eye,  then  we  call  the  diplojna  “ direct  ” or  “ homonymous.”' 
If  with  the  same  test  we  find  that  the  image  identified  with 
the  right  eye  is  seen  to  the  left,  then  we  call  it  “ crossed.” 
“Crossed”  dij)lopia  occux’S  in  paralytic  divergent  squint,  or 
when  there  is  a tendency  to  it ; “ direct  ” diplopia  occurs  when 
there  is  a tendency  to  cmivergence. 

The  images  may  also  be  superimposed,  the  one  above  the 
other,  and  this  is  usually  associated  with  a certain  obliquity  in 
the  position  of  the  image  seen  by  the  paralysed  eye ; this  may 
be  slightly  “crossed”  or  not  in  different  cases. 

In  order  to  facilitate  the  investigation  of  these  varieties  of 
paralysis  the  following  details  are  submitted  in  a tabular 
form  : — 

FUNCTIONS  OF  OCULAR  MUSCLES. 

Rectus  superior  elevates  and  slightly  inverts  the  eye. 

Obliquus  inferior  ^ elevates  and  slightly  everts  the  eye. 

Rectus  inferior  depresses  and  slightly  inverts  the  eye. 

Obliquus  superior  * depresses  and  slightly  everts  the  eye. 

Rectus  internus  inverts  the  eye. 

Rectus  externus  everts  the  eye. 

Hence  we  find  that  the  position  of  the  eye  or  of  the  pupil 
varies  according  to  the  special  muscle  paralysed,  when  the 
paralysis  is  of  such  a degree  as  to  give  rise  to  deviation,  al- 
though, as  already  explained,  diplopia  may  be  the  only  evidence 
of  a slight  paresis.  Moreover,  as  this  deviation  depends  on  the 
activity  of  the  sound  muscles  quite  as  much  as  on  the  weakness 
of  the  paralysed  one,  the  results  are  not  always  uniform,  as  we 
may  have  to  deal  with  a double  or  a complex  paralysis.  In 
the  following  tabular  statement  only  one  muscle  is  presumed  to- 
be  affected,  the  rest  being  sound. 

* The  Rectus  superior  and  the  Obliquus  inferior  are  thus  required  jointly 
for  a pure  elevation. 

The  Rectus  inferior  and  the  Obliquus  superior  are  thus  required  jointly 
for  a pure  depression. 
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RESULTS  OF  PARALYSIS  OF  SPECIAL  OCULAR  MUSCLES 
WHEN  THE  OTHERS  ARE  SOUND. 

Paralysis  of  Rectus  Suiierior  : inability  to  raise  eyeball  properly  above  horizon- 
tal level ; pupil  may  diverge  somewhat  downwards,  and  a little  outwards 
(from  action  of  the  rectus  infeidor  and  the  obliqui). 

Paralysis  of  Rectus  Inferior  : inability  to  lower  eyeball  properly  below 
horizontal  level ; pupil  may  diverge  somewhat  upwards,  and  a little 
outwards  (from  action  of  the  rectus  superior  and  the  obliqui). 

Paralysis  of  Rectus  Externus  : inability  to  turn  eyeball  properly  outwards; 

pupil  diverges  inwiirds  (from  action  of  rectus  internus). 

Paralysis  of  Rectus  Internus : inability  to  turn  eyeball  properly  inwards ; 

inipil  diverges  outwards  (from  action  of  rectus  externus). 

Paralysis  of  Obliquus  Superior  : but  little  alteration  in  movements  of  eyeball ; 

slight  deviation  of  cornea  upwards  and  inwards,  or  simply  upwards. 
Paralysis  of  Obliquus  inferior  : but  little  alteration  in  movements  of  the  eye- 
ball ; slight  deviation  of  the  cornea  downwards  and  inwards.  (Paralysis 
of  the  sphincter  of  the  iris,  giving  rise  to  a moderate  dilatation  of  the 
pupil,  and  to  paralysis  of  the  accommodation,  often  accompanies  this 
form  of  paralysis  ; this  depends  on  the  branch  to  the  lenticular  ganglion 
being  given  off  from  that  branch  of  the  third  nerve  which  goes  to  the 
inferior  oblique  muscle.  Occasionally,  however,  this  lenticular  biunch  i 
arises  from  the  sixth  nerve). 

DIPLOPIA  IN  OCULAR  PARALYSIS. 

Diplopia  is  specially,  or  perhaps  only,  developed  when  the 
vision  is  directed  towards  the  paralysed  muscle,  or  in  the 
direction  in  which  its  action  should  be  called  into  play  : thus, 
upwards  when  the  elevators  are  paralysed,  downwards  Avhen 
the  depressors  are  involved,  and  outwards  or  inwards  in  the 
<iase  of  the  external  and  internal  recti.  Certain  actions,  as  ■ 
climbing  or  descending  a ladder,  may  thus  bring  a diplopia  into 
troublesome  prominence ; on  the  other  hand,  a certain  position 
of  the  head  is  often  assumed  by  the  patient  so  as  to  prevent  the 
tendency  to  diplopia.  In  testing,  therefore,  we  require  to  use 
various  positions  for  the  object. 

The  following  points  being  borne  in  mind,  may  help  us  to 
understand  the  variations  in  diplopia : — When  the  tendency  is 
to  divergent  squint,  the  diplopia  is  “ crossed.”  When  the  ten- 
dency is  to  convergent  squint,  the  diplopia  is  “ direct  ” (homo- 
nymous). 

The  superior  and  inferior  recti,  as  already  mentioned,  tend  i 
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to  draw  tlie  eyeball  somewhat  inwards,  when  their  correctors 
are  paralysed.  The  two  obliqui  tend  to  evert  the  eyeball  when 
the  counter-balancing  muscles  arc  paralysed. 

Exteniiil  Rectus  Paralysed:  diplopia  is  “direct”;  images  on  same  level; 

displacement  increased  by  moving  the  object  outwards. 

Internal  Rectus  Paralysed : diplopia  is  “crossed”;  images  on  same  level; 

displacement  increased  by  moving  the  object  towards  the  sound  side. 
Superior  Rectus  Paralysed  : diplopia  vertical  and  “ crossed”  ; image  seen  by 
faulty  eye  above  the  other,  and  somewhat  obliquely,  chiefly  when  vision 
is  directed  upwards. 

Inferior  Rectus  Paralysed  : diplopia  vertical  and  ‘ ‘ crossed  ” : image  seen  by 
faulty  eye  below  the  other,  and  somewhat  obliquely,  chiefly  when  vision 
is  directed  downwards. 

Superior  Oblique  Paralysed  : diplopia  vertical  and  not  “crossed”  ; image  seen 
by  faulty  eye  below  the  other,  and  somewhat  obliquely,  chiefly  when 
vision  is  directed  downwards. 

Inferior  Oblique  Paralysed : diplopia  vertical  and  not  “crossed”;  image  seen 
by  faulty  eye  above  the  other,  and  somewhat  obliquely,  chiefly  when 
vision  is  directed  upwards. 

The  Clinical  Significance  of  Squint  and  Ocular  Paralysis. — 
When  a squint  is  not  of  paralytic  origin  it  lias  not  much 
signiticance  to  the  physician.  Occasionally  a squint  originates 
I in  a paralysis,  although  this  may  have  passed  quite  away ; 

I in  such  a case  it  has  some  significance  in  the  history.  But  it 
I must  also  be  remembered  that  in  subjects  predisposed  to 
^ strabismus  by  optical  defects,  a concomitant  squint  may  originate 
If  in  connection  with  any  acute  illness  quite  apai't  from  paralysis. 

When  a squint  is  due  to  pax'alysis  of  the  third,  fourth,  or 
I sixth  nei'ves  (see  pp.  156,  157)  it  has  great  significance.  As  a 
I nile  these  nerves  are  affected  by  lesions  at  the  base  of  the  brain, 
or  the  base  of  the  skull,  so  that  some  interference  with  the  nerve 
I itself  in  its  course  is  indicated,  rather  than  a lesion  at  its  deej) 

' origin  ; the  lesion  is  thus  on  the  same  side  as  the  jiaralysed 
muscle.  Hence  these  nerves  are  specially  involved  in  cases  of 
cerebral  tumour  and  basal  meningitis ; they  are  all  very 
frequently  paralysed  from  syphilitic  disease  within  the  skull. 
When  one  of  these  nerves  is  involved,  the  other  cranial  nerves 
must  also  be  examined,  as  combinations  of  paralysis  of  the  sixth 
nerve  with  patches  of  anaesthesia  in  the  region  of  the  fifth, 
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for  example,  are  even  more  suggestive  of  syphilitic  lesions. 
Pai’alysis  of  the  foiu’th  nerve  is  usually  clue  to  syi^hilis.  Para- 
lysis of  these  three  nerves,  however,  and  e.specially  of  the  third, 
may  often  be  classified  with  the  so-called  “ rheumatic  ” 
paralyses  : that  is,  they  seem  to  be  induced  by  cold. 

Paralysis  of  the  third  nerve,  when  complete,  includes  droop  of 
the  upper  eyelid  (ptosis),  ])aralysis  of  all  the  muscles  of  the 
eyeball  except  the  external  rectus  and  the  superior  oblique, 
dilatation  of  the  pupil,  and  some  defect  in  the  power  of  accom- 
modation. This  jmralysis  of  most  of  the  muscles  leads  to  great 
deficiency  in  the  mobility  of  the  eye,  as  already  explained,  and 
the  pupil  is  directed  outwards  and  somewhat  downwards.  The 
paralysis  of  the  sphincter  of  the  iris  should  be  specially  studied 
in  connection  with  the  signs  of  paralysis  of  the  inferior  oblique 
muscle  (occasionally,  however,  this  supply  to  the  iris  comes  from 
the  sixth  nerve.)  The  dilatation  of  the  pupil  in  paralysis  of  the 
third  nerve  is  moderate : it  can  be  rendered  much  more  extreme 
by  the  use  of  atropine.  Extreme  dilatation  of  the  pupil, 
therefore,  may  indicate  some  irritation  of  the  sympathetic, 
Avhen  there  is  no  question  of  the  use  of  atropine  or  belladonna. 
The  various  branches  of  the  third  nerve  may  be  paralysed 
separately,  so  that  we  may  have  ptosis  alone,  or  external 
deviation  alone,  or  dilatation  of  the  pupil,  or  various  combina- 
tions uj}  to  the  most  complete  paralysis  of  the  nerve. 

Equality  or  Inequality  of  the  Pupils. — Normally  the  pupils  are 
equal : they  dilate  considerably  in  the  dark  and  contract  when 
exposed  to  natural  or  artificial  light.  Occasionally,  however, 
the  pupils  are  unequal  congenitally,  and  the  response  to  light 
diminished  in  the  eye  whose  pupil  is  already  contracted  (con-  j 
genital  myosis).  In  examining  such  cases  we  should  do  so  while 
they  are  shaded  from  any  bright  light.  Inequality  of  the  pupils 
is  occasionally  found  in  some  persons  (congenitally?)  along  with 
other  indications  of  an  aflfection  of  the  sympathetic,  such  as  uni- 
lateral sweatings.  Old  iritis  sometimes  accounts  for  the  contrac- 
tion and  immobility  of  the  pupil  observed  : this  can  usually  be 
made  out  by  detecting  traces  of  exudation,  or  some  irregxilarity 
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ill  the  outline  of  the  iris,  especially  on  dilatation  with  atrojiine. 
As  iridectomy  is  now  so  common,  the  student  must  learn  to 
recognise  an  artificial  pupil.  The  possibility  of  an  eye  wash 
containing  belladonna  or  atropine  being  used  must  never  be 
forgotten  in  the  inquiry:  occasionally  a little  of  some  belladonna 
liniment  gets  into  an  eye  quite  accidentally.  The  action  of 
belladonna  in  dilating,  or  of  Calabar  bean  in  contracting,  an 
abnormal  looking  pupil,  sometimes  afibrds  assistance  in  the 
estimation  of  the  abnormality. 

Apart  from  these  circumstances,  inequality  of  the  pupils  is 
always  a fact  of  great  importance  as  indicating,  1st,  (in  cases  of 
dilatation),  some  lesion  of  the  third  nerve,  the  significance  of 
which  must  be  estimated  by  considering  whether  the  other 
branches  of  this  nerve  are  involved.  Irritation  of  the  sympa- 
thetic (as  distinguished  from  paralysis)  may  likewise  lead  to 
dilatation  of  the  pupil.  In  cases  of  this  kind  we  must  search 
for  evidence  of  disturbance  of  the  sympathetic,  and  see  whether 
the  other  cranial  neiwes  are  affected.  2nd,  Abnormal  contrac- 
tion, that  is,  the  absence  of  any  considerable  dilatation  when 
shaded  from  the  light,  may  be  due  to  some  affection  of  the 
sympathetic  in  the  neck,  or  of  the  cervical  spinal  cord  (sjiinal 
myosis,  idiopathic  affection  or  wounds  of,  or  pressure  on,  the 
sympathetic  in  the  neck  from  tumours,  especially  from 
aneurisms ; and  perhaps  general  paralysis  of  the  insane). 
3rd,  The  inequality  may  be  due  to  some  unilateral  lesion  of  the 
brain,  or  perhaps  to  unequal  pressure  of  fluid  on  the  two  sides 
of  the  brain  in  cases  of  injury  or  effusion.  Even  when  due  to 
serious  disease  the  inequality  does  not  always  preserve  the 
same  degree,  and  indeed  is  not  ahvays  persistent. 

Alterations  in  the  size  oj"  both  pupils  are  likewise  important. 
Sometimes  they  are  unduly  dilated  or  contracted,  and  sometimes 
they  fail  to  respond  to  the  light  in  the  usual  way.  Contraction 
of  the  pupils  may  be  produced  by  the  use  of  opium,  and  this 
affords  a valuable  means  of  diagnosis  in  cases  of  suspected  opium 
poisoning,  and  also  in  estimating  the  effect  which  opium,  as  a 
medicine,  may  have  had  on  the  system.  Belladonna  and  atro- 
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pine,  administered  internally  or  absorbed  through  the  skin  or 
mucous  surfaces,  as  well  as  applied  to  the  eye  and  brow,  pro- 
duce well-marked  dilatation  of  the  pupil : if  applied  to  one  eye 
they  act  only  on  one  side.  Calabar  bean,  applied  to  the  eye  or 
given  internally,  causes  well  marked  contraction.  Atropine 
and  Calabar  bean  seem  to  have  a special  and  direct  stimulating 
influence  on  the  radiating  and  circular  fibres  of  the  iris, 
respectively,  in  addition  to  any  paralysing  effect  on  the  nervous 
supply.  Alcohol  and  chloroform  likewise  aflect  the  pupil, 
but  in  rather  an  uncertain  way,  due  in  part,  jierhaps,  to  their 
dose,  and  to  their  varying  efiect  on  the  system : other  agents 
also  have  at  times  an  action  on  the  pupil.  In  cerebral  diseases 
the  pupils  are  often  unduly  contracted  or  dilated,  but  it  is 
scarcely  possible,  in  the  present  state  of  our  knowledge,  to  lay 
down  any  general  doctrine  on  the  subject.  In  simple  serous 
effusion,  in  meningitis  with  effusion,  and  in  many  cases  of 
apoplexy,  the  pupils  are  dilated  (pressure  signs).  In  not  a few 
cases  of  apoplexy,  however,  the  pupils  are  contracted,  and  this 
is  seen  in  some  of  the  worst  and  most  rapidly  fatal  forms  of 
hsemorrhage  (in  the  pons).  In  epileptic  fits  the  jmpils  are  often 
contracted  during  the  fit  and  dilated  after  it.  The  stiident  must 
content  himself  with  noting  the  state  of  the  pupils,  reserving 
the  significance  of  the  sign  for  further  consideration  and  study 
in  view  of  the  whole  facts.  In  cases  of  total  blindness  of  both 
eyes  the  pupils  are  j^ermanently  dilated,  unless  indeed  there  be 
adhesion  of  the  iris.  In  ursemic  poisoning  (renal  disease)  and  in 
typhus  fever,  especially  in  the  stage  of  delirium,  the  pupils  are 
usually  contracted  ; in  enteric  fever,  on  the  other  hand,  the 
pupils  are  rather  dilated.  During  natural  sleep  the  pupils  are 
conti’acted : this  can  often  be  seen  by  gently  raising  the  eyelid ; 
the  pupil  then  dilates  as  the  person  awakes,  and,  if  the  light  be 
bright,  contracts  again  under  this  stimulus.  Under  moderate 
doses  of  chloral  the  behaviour  is  the  same  as  in  natural  sleep. 

The  sensitiveness  of  the  2^upils  to  light  should  be  tested  by 
first  covering  the  eyes  with  the  eyelids  and  fingers,  and  then 
opening  them  suddenly  ; or  by  keeping  the  lids  open  and  shad- 
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ing  the  eyes  from  the  light  and  suddenly  exposing  them  again ; 
the  degi’ee  and  rapidity  of  dilatation  and  contraction  may  be 
thus  observed.  Artificial  light  from  a taper  or  candle  often 
suits  better  than  daylight,  as  its  dixection  is  more  under  control. 
This  test  is  sometimes  applied  to  discover  the  sensitiveness  of 
the  retina  in  those  who  are  unconscious  or  unable  to  express 
themselves.  In  such  cases  we  may  have  contraction  of  the  iris 
in  a blind  eye  through  the  infiuence  of  light  on  the  other,  if  it 
be  sensitive,  and  there  may  be  likewise  a sympathetic  dilatation: 
hence  it  is  better  to  test  the  eyes  separately.  The  sensitiveness 
of  the  pupil  to  light  is  often  much  diminished  in  apoplexy,  and 
also  when  there  is  effusion  of  any  kind  on  the  brain.  In  some 
cases  of  meningitis  the  pupil  is  affected  by  light,  but  instead  of  con- 
tracting it  oscillates,  i.e.  varies  between  contraction  and  dilata- 
tion in  a curious  way.  (Tremulousness  of  the  iris  itself,  backwards 
and  forwards  with  a wave-like  motion,  arises  from  undue  ffuidity 
of  the  vitreous,  probably  combined  with  rupture  of  some  jxortion 
of  the  ligament  of  the  lens,  and  is  only  of  ophthalmic  interest). 
When  one  or  both  pupils  are  much  dilated  or  contracted  from 
the  influence  of  drugs,  or  from  paralysis,  or  from  congenital 
peculiarity,  they  are  not  readily  affected  by  light. 

Convulsive  movements  of  the  ocular  and  falpehral  muscles 
exist  as  independent  functional  affections  of  the  eye ; they  then 
come  more  properly  under  the  notice  of  ophthalmic  surgeons,  but 
they  sometimes  serve  to  indicate  cerebral  mischief.  Spasm  of 
the  orbicularis  palpebrarum  (blepharospasm)  occurs  in  cases  of 
intolerance  of  light,  and  also  from  other  forms  of  reflex  irrita- 
tion, but  twitchiugs  and  remittent  spasm  of  this  muscle  may, 
if  severe,  be  due  to  more  genex'al  and  central  causes,  resembling 
thus  cex-tain  forms  of  wry -neck,  twitchings  of  the  tx-apezius,  Ac. 

Nystagmus  (convulsive  rhythmical  movement  of  the  eyeball) 
occurring  as  an  iixdependent  affectioxx,  and  dating  from  eaxdy 
life,  need  xxot  be  noticed  here.  Nystagmus  seems  also  to  be 
developed  in  conxxection  with  pax-ticular  occupatioxis,  as  in  coal- 
miners and  soxxxe  others.  It  is  also,  howevex*,  ixiet  Avith  as  a 
symptom  of  a definite  and  localised  disease  of  the  nervoixs 
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centres : it  sometimes  appears  in  one  eye  only,  but  usually  in 
both.  The  movements  can  often  be  seen  at  the  beginning  of 
fits,  and  are  then  regarded  as  part  of  the  convulsion.  Some- 
times, however,  they  are  associated  with  a peculiar  deviation  of 
the  eyes,  both  eyes  being  directed  as  if  the  patient  were  trying 
to  look  fixedly  towards  the  back  of  his  shoulder  (conjugate  or 
lateral  deviation  of  the  eyes) ; associated  with  this  there  is 
often,  if  not  usually,  a turning  of  the  head  also  in  the  same 
direction.  This  group  of  symptoms  seems  to  be  associated  with 
disease  affecting  the  crura  cerebri,  and  the  head  and  eyes  are 
turned  to  the  side  on  which  the  disease  exists  in  the  brain,  viz., 
away  from  the  paralysed  limbs  in  cases  in  which  paralysis  exists. 

The  acuteness  of  vision  affords  indications  as  to  the  state  of 
the  optic  nerve,  but  of  course  the  vision  may  be  interfered  with 
by  many  local  causes  which  have  no  special  significance  to  the 
physician  (opacity  of  the  media,  closed  pupil,  <fcc.);  moreover, 
the  advance  of  age  lessens  and  abolishes  the  power  of  accom- 
modation (presbyopia),  and  there  may  also  be  a paralysis  of  the 
accommodation  from  nervous  lesions  or  the  action  of  drugs. 
Optical  defects  (hypermetropia,  myopia,  and  astigmatism)  often 
produce  imperfect  vision,  and  so  may  simulate  an  impairment 
of  the  optic  nerve.  These  subjects  must  be  studied  in  detail  at 
the  eye  infirmaries,  but  with  a few  precautions  the  use  of 
Snellen’s  test-types  ^ affords  a valuable  means  of  testing  the 
vision:  the  different  numbers  of  his  scale  can  be  read  fluently 
by  an  average  eye  at  the  corresponding  number  of  feet^  (No. 
at  a foot  and  a half.  No.  20  at  20  feet,  (fee.);  lines  and  spots  are 
given  which  may  be  counted  by  those  who  are  unable  to  spell  the 
Roman  capitals.  In  using  the  types  both  high  and  low  numbers 
should  be  used  at  corresponding  distances.  The  difference  be- 
tween the  nearest  and  furthest  points  at  which  the  smaller  types 

1 Test-Types  for  the  Determination  of  the  Acuteness  of  Vision,  by  H. 
Snellen,  M.D.  Fourth  Edition.  Williams  & Norgate,  1868.  Also,  Optotypi 
ad  Visum  Determinandum.  Editio  Quinta.  Metrico  Systemate.  1875. 

2 Parisian  feet,  which  are  slightly  longer  than  English;  proportion,  46-49. 

In  the  fifth  edition  the  metrical  system  is  followed,  beginning  at  0'5,  0‘6, 

and  so  on  in  fractions  of  a metre. 
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caa  be  read  indicates  the  range  of  the  accommodation ; but  a 
full  examination  demands  in  certain  cases  the  use  of  lenses  also. 

The  degree  of  hypermetropia  is  estimated  by  the  strongest 
convex  glass  with  which  the  person  can  read  No.  20  at  20  feet, 
or  the  corresponding  types  at  6 metres:  this  represents  the 
“ manifest  hypermetropia.”  But  when  the  accommodation  is 
completely  paralysed  by  the  repeated  application  of  ati'opine, 
a further  strength  of  convex  lens  may  be  required,  this  addition 
being  the  index  of  the  “latent  hypermetropia.”  In  the  ca.se  of 
myopia  the  weakest  concave  glass  sufficient  to  I’ender  No.  20 
visible  at  20  feet  (or  at  6 metres)  is  reckoned  the  measure  of 
the  myopia.  When  such  lenses  improve  the  vision  without 
rendering  it  perfect,  astigmatism  should  be  tested  for:  some 
circular  armngement  may  be  used,  such  as  the  dial  of  a clock, 
to  see  if  all  the  figures  on  the  cii'cle  and  the  hands  in  the 
various  positions  are  perfectly  straight  and  equally  distinct. 
When  by  suitable  glasses  the  person  can  read  No.  20  at  20  feet 
(or  at  6 metres  in  the  other  scale),  we  reckon  the  vision  good, 
the  presumption  being  that  any  defects  are  merely  due  to 
optical  causes.  In  many  such  cases,  however,  the  correction  is 
not  absolutely  satisfactory,  especially  in  myopia. 

It  must  be  remembered  that  there  may  be  a marked  affection 
oj  the  optic  nerve  although  the  pt^'^son  may  be  able  to  read  the 
smallest  types  quite  satisfactorily. 

The  field  of  viston  should  be  estimated  in  certain  cases,  as  it 
is  often  of  great  importance  in  medical  practice  : it  is  found  to 
be  much  diminished  in  some  afl'ections  of  the  optic  neiwe,  due 
to  cerebral  as  well  as  to  more  local  causes.  Each  eye  .should 
be  tested  separately  : the  line  of  vision  of  the  patient  is  to  be 
directed  steadily  forwards,  say  to  the  nose  of  the  observer 
seated  immediately  opposite  him,  and  the  observer’s  finger  or 
some  luminous  object  in  his  hand  should  then  be  carried  to  the 
extreme  left  and  right,  and  above  and  below,  till  tlie  limit  is 
leached  at  which  it  is  still  visible  while  the  eye  is  kept 
looking  straight  forward.  Ophthalmic  surgeons  have  more 
accurate  methods  of  measuring  and  reducing  to  a scale  the  field 
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of  vision,  but  this  method  is  a ready  means  of  forming  a fair 
general  estimate.  The  field  of  vision  is  sometimes  contracted 
almost  equally  in  all  directions,  but  the  defect  is  usually  in 
pai-ticular  directions,  such,  for  example,  as  the  upper  and  inner 
half  When  the  defect  is  strictly  defined  as  being  to  one  half, 
usually  a lateral  half,  the  afiection  is  named  Hemiopia  (see  p. 
150).  Local  defects  in  the  field  of  vision  may  be  detected  in 
connection  with  localised  lesions  of  the  retina. 

Ophthahnoscopic  examination  of  the  eye  is  useful  (1)  in  dis- 
covering whether  the  loss  of  vision,  which  may  be  detected,  is 
due  to  other  than  nei-vous  lesions;  (2)  in  distinguishing  various 
affections  of  the  retina  and  oi)tic  nerve  from  each  other ; and 
further,  (3)  marked  changes  of  much  diagnostic  significance  are 
sometimes  discovered  when  there  is  no  affection  of  the  vision  as 
tested  by  types.  The  use  of  the  ophthalmoscope  must  be 
learned  practically  in  the  dark  rooms  of  our  eye  infirmaries, 
and  no  description  oi  the  insti’uments  or  the  methods  of  using 
them  would  be  here  of  much  use.  The  methods  by  the  erect 
and  inverted  images  are  both  used  for  medical  cases,  but  for 
the  more  delicate  examination  of  the  nervous  and  vascular 
changes  the  direct  method  is  preferable.  The  student  should 
aim  at  making  himself  familiar  with  both  methods,  and  should, 
by  examining  many  eyes,  apart  from  any  cerebral  affections, 
learn  to  distinguish  the  varieties  in  the  size,  shape,  and  appear- 
ance presented  by  the  optic  nerve,  whether  congenital  or 
acquired,  and  in  particular  the  changes  in  the  fundus  so  often 
associated  with  hypermetropia  and  myopia.  He  should  also 
leani,  if  possible,  to  estimate  the  degree  of  hypermetropia  or 
myopia  by  means  of  the  ophthalmoscope,  as  in  many  cases  in 
medical  practice  no  other  method  is  available. 

The  following  are  the  points  specially  to  be  attended  to  in 
using  the  ophthalmoscope  in  medical  cases: — The  shape  of  the 
optic  disc  should  be  noted ; if  both  discs  are  oval  in  the  same 
direction,  instead  of  being  circular,  optical  defects  (astigmatism) 
should  be  tested  for,  before  concluding  that  there  is  a real 
change.  The  course  of  the  bloodvessels  over  the  disc  must  be 
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scrutinised ; in  particular  let  it  be  noted  whether  the  arteries 
appear  to  project  forward  on  the  disc,  or  to  curve  over  its  edge 
from  its  swollen  state  (choked  disc,  ccdeinatous  papilla).  The, 
size  and  ajipearance  of  the  large  arteries  should  be  described,  as 
to  whether  they  seem  diminished  in  calibre,  and  whether  they 
appear  glistening  and  as  if  affected  with  sclerosis,  or  accom- 
panied with  whitish  streaks.  These  streaks  are  found  associ- 
ated both  with  intra-ocular  and  with  cerebral  disturbances  : in 
the  former  (hypermetropia)  the  acuteness  of  vision  is  not 
diminished,  but  in  cerebral  cases  giving  rise  to  this  condition  of 
the  ai'teries,  the  vision  is  almost  always  affected ; streaks  over 
the  centre  of  the  vessels  do  not  indicate  serious  changes,  and 
are  due  probably  to  mere  reflection  of  the  light.  The  vessels 
may  be  abolished  by  an  embolism  of  the  retinal  artery  or  of  one 
of  its  branches  ; this  accident  is  characterised  by  sudden  blind- 
ness ; at  first  there  is  a whitish  patch  of  exudation  with  a red 
spot,  marking  the  position  of  the  macula ; this  exudation  dis- 
appears, and  the  colour  returns  in  a few  days,  but  the  vessels  soon 
become  obliterated,  and  the  blindness  is  permanent.  The  veins 
should  be  noted  as  to  the  presence  of  enlargement  or  tortuosity, 
and  as  to  whether  they  seem  specially  dark  and  congested 
where  they  dip  into  the  tissue  of  the  nerve.  The  size  and 
colour  of  the  disc  are  very  important : attention  must  be 
directed  to  see  if  it  is  unduly  pale  or  of  a bluish  or  greenish 
tinge,  and  the  distribution  of  pigment  around  its  margin,  if  any 
be  present,  must  be  noted.  The  disc  is  often  pinker  than 
normal,  shading  off"  so  gradually  into  the  colour  of  the  retina  as 
scai’cely  to  be  distinguished  from  it  (neuritis).  Or  the  disc  may 
be  unduly  pale,  with  a deficiency  of  the  minute  vessels  dis- 
tributed to  its  substance  (white  atrophy,  sclerosis).  The  disc 
itself  may  be  normal  or  pale,  even  although  the  large  vessels  in 
front  of  it  are  increased  in  number.  The  size  of  the  disc  may 
remain  normal  although  the  condition  known  as  white  atrophy 
is  highly  marked,  but  the  nerve  may  be  shrunken  as  a whole  or 
in  pai’ticular  parts  (atrophy  with  loss  of  substance,  or  contrac- 
tion). Traces  of  exudation,  either  in  patches  or  in  the  course 
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of  the  vessels,  ai’e  sometimes  found  associated  with  a general 
l)ink  and  prominent  aspect  of  the  disc,  which  assumes  a woolly 
appearance  (“choked  disc.”)  The  bloodvessels  should  also  be 
examined  in  their  course,  particularly  as  to  the  iireseyice  of 
hieviorrhayes : these  should  be  noted  as  to  whether  they  seem 
true  clots,  or  whether  the  vessels  seeni  to  terminate  in  branch- 
ing-like spots  involved  in  patches  of  white  exudation.  When 
reddish  si>ots  without  any  true  clot  are  found,  miliary  aneurisms 
may  sometimes  be  suspected.  Large  exudations  fox’ming 
in-egular  patches,  jxartly  on  the  nerve  and  pax’tly  beyond  it,  or 
connected  by  streaks  with  the  disc,  obscuring  the  vessels  and 
associated  with  loss  of  vision,  are  to  be  suspected  as  syphilitic. 
Whitish  i^early  spots  of  exudation  in  the  neighbourhood  of  the 
macula  lutea  are  common  in  Bright’s  disease  of  the  kidney,  and 
larger  patches,  with  smaller  glittexing  spots  elsewhere,  are 
also  found  in  this  affectioxx ; somewhat  sixnilar  patches  are  seeix 
occasionally  ixx  diabetes.  Shining  miliary  tubercles  are  occa- 
sioxxally  seexx  ixx  the  chox’oid  ixx  cases  of  tubex'cxxlosis  and  tuber- 
cular nxenixxgitis. 

Significance  of  Op>hthalmoscopic  Ajypearances  in  Medical  Dia- 
gnosis.— Optic  neuritis  and  optic  atrophy  are  the  two  most  im- 
portant conditions  discovex’ed  in  the  fxxndus  ixx  the  examixxation  of 
medical  cases.  Atrophy  is  oftexx  preceded  by  optic  xxeux-itis  ixx 
cex-ebx-al  tumoux-s  and  iixflammatioxxs,  axxd  in  such  cases  the  disc 
is  usixally  x-agged  or  ill-defined  at  certaixx  pax'ts;  in  simple  wdiite 
atrophy,  on  the  other  hand,  the  disc  is  sharply  defined,  but  this 
fox-m  of  atrophy  is  less  characteristic  of  definite  cerebral  affec- 
tions, being  found  ixx  a variety  of  coxxditioxxs.  Gx-eat  changes  ixx 
the  fundxxs  are  obsex-ved  fx-om  tixue  to  time  ixx  the  progx-ess  of 
cerebral  cases  involving  the  optic  nex’ve  axxd  x'etina;  hxemorrhages 
appear  and  disappear,  or  give  place  to  patches  of  exudation. 
These  sometimes  become  absorbed,  or  they  may  incx’ease  ixx 
number  and  size.  The  tendency  is  for  all  these  ixxflamnxatory 
processes,  iixcluding  evexx  oedema  of  the  papilla,  to  terminate  ixx 
atrophy  of  the  xxerve. 

Ixx  attenxptixxg  to  ex^xlain  the  chaxxges  ixx  the  fundxxs  of  the 
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eye,  as  bearing  on  medical  diagnosis,  we  must  be  content  with 
comparatively  obscure  indications,  as  the  subject  has  not  been 
sufficiently  long  under  competent  observation  to  lay  down 
general  laws  safely.  The  exudations  described  as  characteristic 
of  syphilis,  or  of  Bright’s  disease,  and  miliary  tubercles,  aneurisms, 
or  embolisms  (when  they  can  be  recognised  as  such)  are  sufficiently 
suggestive  of  their  significance.  In  addition  to  the  exudations 
already  described,  hajmorrhagic  spots  are  likewise  found  in 
Bright’s  disease  (as  well  as  in  cerebral  cases),  and  the  detection 
of  such  always  demands  an  examination  of  the  m-ine  ; not  unfre- 
quently  cases  of  Bright’s  disease  come  fii’st  under  notice  from  a 
failure  of  vision  due  to  these  changes.  OEdema  of  the  retina 
likewise  occurs  in  renal  dropsy,  and  its  aggravation  or  subsi- 
dence may  account  for  the  great  changes  in  the  state  of  the 
vision  which  sometimes  occur  within  shoi-t  intervals.  In 
endeavouring  to  understand  the  ophthalmoscopic  appearances 
found  in  connection  with  cerebral  tumours  and  infiammations, 
the  following  different  theories  may  be  borne  in  mind,  as  they 
have  been  advanced  to  explain  the  swollen  and  inflamed  state 
of  the  optic  nerve  known  as  the  “choked  disc.”  1.  An  inter- 
i-uption  to  the  return  of  the  blood  from  the  eye,  due  to  pressure 
on  the  cerebral  veins  by  a tumour,  may  give  rise  to  congestion 
and  slight  fulness  of  the  optic  neiwe,  and  there  may  then  be 
induced  a secondary  inci'ease  of  this  congestion,  from  strangula- 
tion, as  it  were,  of  the  vessels  of  the  congested  and  swollen, 
nerve  by  its  own  inexpansible  sheath.  2.  Or,  the  swelling 
congestion,  and  cedema  of  the  disc  may  arise  from  pressure  in 
the  sub-vaginal  space,  either  from  the  presence  of  exudation 
originating  there,  or  from  the  pressure  of  fluid  forced  along  the 
sheath  of  the  optic  nerve  from  the  sub-arachnoid  space.  3. 
An  extension  of  the  inflammatory  process  from  the  brain  or 
cerebellum,  or  the  membranes,  down  the  course  of  the  optic 
iierve,  may  give  rise  to  a “ neuritis  descendens.”  4.  Vascidar 
changes,  resulting  in  congestion  of  the  optic  disc,  may  be  due 
to  disturbances  of  the  circulation,  brought  about  through  an 
indirect  influence  of  the  cerebi’al  tumour,  or  other  mischief,  on 
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the  vaso-motor  or  sympathetic  system,  apart  from  any  merely 
mechanical  effect,  or  from  any  continuity  of  inflamed  tissues. 

Optic  neuritis  or  atrophy  due  to  cerebral  causes  is  usually 
double,  although  the  changes  in  one  eye  are  often  more  advanced 
than  in  the  other ; if  only  one  eye  be  affected,  a lesion  on  the 
opposite  side  of  the  brain  may  be  presumed.  Localisation  of 
the  disease  from  ophthalmoscopic  signs  is  scarcely  possible,  but 
the  comparative  frequency  of  blindness  and  affections  of  the 
optic  nerve  in  tumours  of  the  cerebellum  is  well  established. 
Unilatei'al  optic  atrophy  (white)  is  not  unfrequent  in  locomotor 
ataxy. 

THE  EAR. 

The  sense  of  hearing  is  usually  tested  by  means  of  a watch 
applied  to  or  held  near  the  ear.  We  begin  by  applying  the 
watch  closely  enough  for  it  to  be  distinctly  heard,  and  we 
gi-adually  remove  it,  in  a straight  line  from  the  eai*,  till  the 
sound  is  lost,  and  by  measuring  this  distance  we  have  a means 
of  comparison  between  the  two  ears,  and  also  a rough  gauge  of 
the  absolute  acuteness  of  hearing.  In  other  cases,  low  speech, 
or  notes  of  diflferent  pitch,  at  varying  distances,  or  loud  sounds, 
are  sometimes  tried  to  test  the  jDOwer  of  hearing.  Some  persons 
hear  a watch  badly,  and  conversation  jiretty  well ; in  others, 
again,  this  is  reversed.  A large  vibrating  tuning  fork  (C) 
applied  to  the  forehead,  to  the  vertex,  or  to  the  front  teeth  of 
the  upper  or  lower  jaw,  likewise  affords  valuable  assistance, 
especially  in  discriminating  deafness  due  to  nervous  causes  from 
that  which  results  from  disorders  of  the  channels  and  the 
mechanism  of  the  ear.  When  the  sound  of  a tuning  fork  (or  a 
watch)  thus  applied,  is  perceived  by  the  patient  principally  or 
exclusively  on  the  side  on  which  he  is  deaf,  aurists  conclude 
that  the  difficulty  of  hearing  has  a peripheral  cause,  and  is  due 
to  some  impediment  to  the  conduction  of  sound:  in  the  oi:)posite 
case  a lesion  of  the  labyrinth,  or  one  inside  the  cranial  cavity, 
may  be  inferred  with  great  probability.  If  we  close  the  external 
meatus  on  one  side,  and  apply  a vibrating  tuning  fork  to  the 
vertex,  and  if  we  find  the  sound  much  the  same  on  both  sides. 
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or  less  where  the  meatus  is  closed,  there  is  a probability  of  some 
lesion  of  the  nervous  part  of  the  auditory  organs  on  that  side. 

When  by  means  of  the  watch  test,  or  otherwise,  we  are 
satisfied  of  an  impaired  state  of  the  liearing,  we  must  examine 
the  oi’gans  to  see  if  any  impediment  can  be  found,  such  as  a 
plug  of  wax,  or  any  growth  or  tumour  in  the  meatus,  or  any 
obstruction  in  the  passage  of  the  Eustachian  tubes.  The  ear 
is  illuminated  by  reflecting  light  from  a concave  mirror 
through  a speculum  which  straightens  and  slightly  dilates  the 
external  meatus.  Daylight  is  much  the  best,  but  a lamp  may 
be  required  when  this  is  defective.  If  wax  be  found  on  such 
an  examination,  the  hearing  should  be  tested  after  its  removal 
by  syringing,  as  it  does  not  follow  that  the  wax  was  the  sole  or 
the  chief  cause  of  the  deafness  complained  of.  Inquiry  should 
likewise  be  made  as  to  the  existence,  at  any  period,  of  dis- 
charges of  any  kind  from  the  ears  (pus,  blood,  or  watery  fluid), 
and  in  such  cases  the  likelihood  of  perforation,  or  even  of 
almost  complete  destruction  of  the  membrana  tympani,  must  be 
considered.  Fracture  of  the  base  of  the  skull  must  also  be 
remembered  in  this  connection.  This  perforation  may  de- 
mand a careful  examination  of  the  ear  by  means  of  the  specu- 
lum, as  just  described,  but  sometimes  it  can  be  demonstrated 
by  causing  the  patient  to  force  air  into  his  ear  by  blowing  his 
nose  while  the  nostrils  are  tightly  compressed  (Valsalva  s 
method).  In  many  cases  of  perfoi'ation  of  the  membrane,  we 
may,  in  this  way,  hear  the  air  rushing  through  the  meatus. 
This  same  experiment  likewise  enables  us  to  discover  if  the 
Eustachian  tube  is  patent ; for  when  the  tympanum  is  in  its 
natural  state  we  may  thus  hear,  by  means  of  the  aurist’s  diag- 
nostic tube  (or  even  a stethoscope  applied  to  the  external  ear), 
a sharp  click  from  the  compression  of  the  air  in  the  cavity 
durin"  the  blowing  of  the  nose  as  described.  This  method  is  not 
available  in  children,  or  in  those  adults  who  cannot  be  made  to 
do  the  experiment  properly.  Pollitzer’s  bag,  with  its  tube  intro- 
duced into  the  nostril,  is  often  useful  in  such  cases,  as  the  air 
can  frequently  be  thus  blown  into  the  Eustachian  tube  during 
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the  act  of  swallowing ; in  children,  swallowing  is  not  required 
for  the  success  of  this  exjDcriment.  In  other  cases,  again,  the 
proper  investigation  requires  the  air  to  be  actually  blown  into 
the  Eustachian  tube  by  an  instrument  introduced  into  it,  but 
such  manipulations  are  only  to  be  attempted  by  those  specially 
trained  in  aural  surgery.  In  examining  the  Eustachian  tubes 
attention  should  be  directed  to  the  condition  of  the  pharynx, 
tonsils,  and  posterior  nares,  as  many  aural  diseases  begin  in  this 
situation.  A proper  examination  of  this  region  and  of  the 

orifices  of  the  Eustachian  tubes  may  demand  the  use  of 
Rhinoscopy. — (See  Chapter  x).  In  the  examination  by  the 
speculum  and  refiected  light,  we  aim  at  discovering  the 
condition  of  the  walls  of  the  meatus,  the  appearance  of  the 
membrana  tympani,  whether  it  is  ruptured,  or  whether  distinct 
variations  exist  in  the  curvature  of  the  membrane, — such  as 
bulging  towards  the  meatus  or  the  contrary — whether  there  is 
any  abnormality  in  the  reflection  of  the  light  from  the  mem- 
brane, and  whether  there  is  undue  vascularity  in  the  neighbour- 
hood of  the  handle  of  the  malleus  or  elsewhere,  and  even  an 
exploration  of  the  state  of  the  petrous  bone,  in  cases  of  suppura- 
tion, can  sometimes  be  made,  although  the  j^robe  is  a dangerous 
instrument  in  such  situations.  All  these  changes  point  to 
disease  of  the  meatus  and  middle  ear,  and  they  indicate 
mechanical  causes  for  the  deafness,  and  so  may  remove  it  from 
the  realm  of  the  physician.  But  suppuration  in  the  tympanum, 
&c.,  may  throw  a light  of  the  utmost  value  on  certain  cerebral 
or  pysemic  symptoms  in  a case.  Abscess  of  the  brain  and 
meningitis  occasionally  depend  on  some  previous  suppuration  in 
the  ear,  and  this  may  have  extended  upwards  from  the  throat, 
as  in  certain  cases  of  scarlatina.  Pufiiness  over  the  mastoid 
process,  with  or  without  present  or  past  otorrhoea,  is  frequently 
found  in  connection  with  suppuration  going  on  in  the  mastoid 
cells,  and  this  suppuration  may  be  associated  with  a train  of 
symptoms  indicative  of  septic  poisoning  or  other  serious  mis- 
chief, to  which  it  may  supply  the  only  clue.  When  a degi'ee 
of  deafness  exists,  and  its  cause  cannot  be  referred  to  any 
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impediment  in  the  passages  of  the  ear,  we  may  infer  a lesion 
of  the  auditory  nerve  in  some  part  of  its  course,  and  an  ex- 
amination of  the  other  cranial  nerves  may  throw  some  light  on 
the  nature  and  position  of  the  lesion ; the  presence  of  sub- 
jective symptoms  must  likewise  be  considered  in  this  connec- 
tion (see  p.  153).  The  occupation  of  the  patient,  and  his 
relation  in  this  respect  to  noises,  the  previous  history  of 
blows  on  the  head,  of  attacks  of  giddiness,  or  of  noises  in 
the  ears,  and  the  family  history  as  to  deafness,  hereditary 
syphilis,  <fec.,  should  all  be  inquired  into.  Scarlatina  and 
typhus  fever  are  often  complicated  with  deafness  during  the 
acute  illness,  and  occasionally  as  a sequela : in  the  former 
disease  the  mischief  is  usually  in  the  mechanism  of  the  ear, 
in  the  latter  the  deafness  is  almost  always  nervous. 

THE  NOSE. 

The  sense  of  smell  is  tested  by  applying  a phial  charged  with 
very  distinct  odours  to  the  nostril : one  nostril  should  be  tested 
at  a time,  the  other  being  compressed,  and  the  mouth  also 
should  be  kept  shut.  If  the  smell  be  not  appreciated  in  this 
way,  the  mouth  may  be  kept  open  while  the  scent  is  being 
sniffed  up,  or  strongly  flavoured  materials  may  be  given  to  be 
tasted  or  applied  in  such  a way  as  to  allow  the  odour  to  ascend 
by  the  posterior  nares.  The  odour  may  be  blomi  into  the  moirth 
and  the  person  directed  to  breathe  out  through  his  nose.  The 
jratient  may  likewise  be  questioned  regarding  his  recognition 
of  flavours  in  his  food  or  drink,  as  it  has  been  clearly  ascer- 
tained that  much  of  what  we  discern  by  the  mouth  is  really  due 
to  the  sense  of  smell,  and  that  those  who  are  affected  simply 
with  a loss  of  smell  from  nervous  lesion  (anosmia),  are  incapable 
of  discriminating  the  flavour  of  many  articles  of  diet  (wines, 
coffee,  cheese) : such  per-sons  frequently  tell  us  that  both  smell 
and  taste  are  nearly  gone. 

Certain  fallacies  beset  our  investigation  of  this  sense.  1. 
Strongly  pungent  vapours  or  solids  (ammonia,  snuflf,  &c.)  may 
be  recognised  by  those  destitute  of  smell,  from  the  action  of 
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tliese  irritants  on  the  branches  of  the  fifth  nerve  : such  things, 
therefore,  must  be  avoided  as  tests : assafcetida,  musk,  essence 
of  lemon,  &c.,  are  suitable  for  this  purpose.  2.  Smell  may 
seem  lost  from  some  imperfection  in  the  nasal  cavity  apart  from 
any  nervous  lesion : thickening  of  the  mucous  membx’ane  from 
a common  cold,  or  more  serious  alterations  in  the  hard  or  soft 
parts,  as  well  as  distinct  growths,  are  frequent  sources  of 
imperfection  in  the  sense  of  smell : in  such  cases  smells  may 
possibly  still  be  appreciated  (especially  as  flavours)  by  way  of 
the  posterior  nares.  3.  In  facial  paralysis,  probably  from  some 
difficulty  in  directing  the  odorous  current  jn’operly  to  the 
olfactory  tract,  in  sniffing  it  up,  there  is  sometimes  an  imperfect 
sense  of  smell  in  the  paralysed  nostril,  without  any  real  defect 
in  the  first  nerve.  A dryness  of  the  nostril  may  likewise  cause 
a defect  in  smell, — the  tears  flowing  down  the  cheek  instead 
of  into  the  nasal  duct  in  certain  cases  of  facial  paralysis. 

Loss  of  smell,  as  a single  lesion,  is  sometimes  met  with  in 
connection  with  inj  uries  to  the  head : but  in  the  case  of  cerebral 
tumours  and  the  like,  other  nerves  are  usually  involved  and 
not  the  first  nerve  alone. 

“ Eunning  from  the  nose”  is  one  of  the  symptoms  found  dur- 
ing the  invasion  of  measles.  Chronic  discharge  from  the  nose  is 
sometimes  simply  catarrhal,  but  it  is  usually  foetid  (ozcena),  and 
often  depends  on  disease  of  the  bones  which  can  be  detected  by 
the  probe.  Such  a discharge,  in  children,  from  one  nostril 
only,  is  always  suggestive  of  the  presence  of  a foreign  body  in 
the  nose.  Fcetor  from  the  nose  may  be  distinguished  from 
fcetor  due  to  gangrene  of  lung,  or  from  that  of  sore  throat, 
disordered  stomach,  cai-ious  teeth,  &c.,  by  testing  the  breath 
while  the  mouth  and  the  nostrils  are  closed  alternately.)  The 
obstruction  to  the  breathing  through  the  nose  observed  in  in- 
fancy, and  known  as  “ snuffies,”  is  usually  due  to  syphilis. 

THE  SENSE  OF  TASTE. 

The  sense  of  taste  is  not  easily  tested  in  a satisfactory 
manner.  The  difficulties  are  the  following.  Some  so-called 
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tastes  are  really  appreciated  by  the  olfactory  nerve,  -vvliile 
acrid  substances  may,  perhaps,  be  recognised  by  the  nerves 
of  common  sensation.  Loss  of  taste  from  nervous  causes 
(ageustia)  is  usually  unilateral,  and  when  a sapid  substance 
is  applied  to  one  side  of  the  tongue  as  a test,  it  is  apt  to 
pass  over  quickly  to  the  other  side,  or  to  the  soft  palate, 
when  the  tongue  is  taken  in.  To  avoid  this,  the  substance 
may  be  applied  to  the  tongue  while  it  is  kept  protruded, 
but  it  is  found  that  even  in  the  normal  state  it  is  not  easy  to 
recognise  various  tastes  under  such  conditions.  The  sense  of 
taste  proper  seems  to  reside  in  the  tongue  and  soft  palate  chiefly, 
but  the  movements  of  the  tongue  against  the  hard  palate  and 
lips,  and  the  intimate  admixture  of  the  substance  with  the 
secretions  of  the  mouth,  seem  to  be  almost  essential  foi  the 
proper  appreciation  of  tastes.  A further  difficulty  ailses  fioin 
the  ditterent  parts  of  the  tongue  having  very  different  degrees, 
and  even  kinds,  of  sensation.  The  best  way  is  to  try  strong 
solutions  of  a sweet  and  of  a bitter  substance,  as  these  aie  puie 
sapids  (sugar  and  picric  acid  e.y.),  and  to  rub  them  with  the 
finger  or  with  a brush,  v&vy  freely  and  fimily  on  to  various 
parts  of  one  side  of  the  tongue  while  it  is  protruded,  and  to  ask 
the  patient  to  indicate  by  a movement  of  the  head  whether, 
and  when,  he  recognises  the  taste  before  he  takes  in  his  tongue. 
If  we  suspect  a defect  on  one  side  we  can  sometimes  demonstrate 
it  more  cleaily  by  applying  the  test  solution  to  the  affected 
side,  and  while  it  is  still  unrecognised  we  may  toiich  the  other 
side  of  the  tongue  with  the  same  substance  before  it  is  taken  in; 
we  may  thus  find  that  the  patient  at  once  indicates  his  recogni- 
tion of  the  test  fluid  on  the  sound  side  by  a sign  or  a contortion 
of  his  face.  Care  must  be  taken  to  have  the  patient’s  mouth 
thoroughly  washed  out  before  any  new  substance  is  tried,  as 
also  to  have  the  brushes  or  other  agents  used  in  applying  the 
test  thoroughly  cleansed,  and  it  is  well  to  begin  with  the  milder 
tastes,  as  the  strong  bitter  substances  linger  a long  time  in 
the  mouth  and  complicate  further  trials.  In  addition  to  sweet 
and  bitter,  acid  and  salt  substances  may  be  tried,  but  it  is  not 
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quite  so  certain  that  these  are  recognised  purely  by  the  special 
sense  of  taste,  as  distinguished  from  that  of  common  sensation. 
Acids  without  smell  must  be  selected  for  such  trials.  Along 
with  the  tests  by  sapids,  the  tongue  should  also  be  tried  as  to  its 
tactile  sense  by  the  compasses  (see  pp.  144,  145);  loss  of  taste 
with  perfect  tactile  sensation,  and  loss  of  tactile  sense  with  per- 
fect taste,  are  both  occasionally  found,  as  well  as  loss  of  both ; 
we  must  also,  of  course,  pursue  the  examination  by  testing  the 
other  cranial  nerves,  &c.  The  significance  of  a lesion  of  taste, 
when  ascertained,  is  rendered  somewhat  obscure  by  the  curious 
diffeiences  of  opinion  as  to  the  nerves  of  taste  and  their  real 
oiigin.  The  glosso-jiharyngeal,  for  special  sense  at  the  back 
part  of  the  tongue,  is  generally  recognised  by  all.  The  lingual 
blanch  of  the  fifth  nerve  is  admitted  by  all  to  supply  common 
sensation  to  the  tongue,  and  most  authorities  consider  it  to  be 
concerned  more  or  less  also  in  the  special  gustatory  sense : the 
chorda  tympani  nerve,  however,  which  joins  it  from  the 
seventh,  is  regarded  by  many  as  the  nerve  of  special  sense  for 
the  anterior  part  of  the  tongue,  and  it  seems  quite  certain  that 
it  has  something  to  do,  in  some  way,  with  the  sense  of  taste : 
but  admitting  this  as  proved,  it  is  not  quite  certain  that  the 
portio  dura  of  the  seventh  nerve,  in  itself,  really  contains 
sensory  fibres;  some,  indeed,  allege  that  the  sensory  fibres  in 
the  chorda  tympani  come  from  the  “pars  intermedia”  of  the 
seventh  pair  or  from  some  junction  with  the  fifth  nerve  in  ways 
which  are  not  always  uniform.  It  is  conceivable,  moreover, 
that  a nerve  may  affect  the  sense  of  taste  by  an  indirect  action 
on  the  glands  and  papillse,  apart  from  any  sensory  function. 
AVhat  is  ceitain  is  that  taste  may  be  affected  in  cases  presenting 
evidence  of  a lesion  in  the  glosso-pharyngeal  nerve : that  it 
may  be  affected,  or  preserved,  in  cases  presenting  definite  lesions 
of  the  fifth  nerve,  including  among  these  anaesthesia  of  the 
tongue . and  that  it  is  sometimes  affected  in  cases  presenting 
the  well-known  features  of  paralysis  of  the  portio  dura  of  the 
seventh  pair,  arising  from  disease  of  the  ear  and  other  jieri- 
pheral  causes.  The  variation  as  to  the  presence  of  the  affection 
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of  taste  in  this  facial  pai-alysis  depends  probably  on  the  exact 
locality  at  which  the  lesion  of  the  seventh  nerve  exists ; when 
this  paralysis  is  due  to  a cerebral  lesion,  the  taste  does  not 
appear  to  be  affected. 

The  taste  may  also  be  affected  in  various  ways  in  general 
diseases,  such  as  insanity  and  hysteria ; and  from  more  local 
causes  affecting  the  tongue,  such  as  dryness  in  febrile  disease, 
foul  coating  in  dyspepsia,  stomatitis,  and  the  like. 


COMMON  SENSATION. 

The  tactile  sense  is  very  unequally  distiibuted  over  the 
cutaneous  and  mucous  surfaces,  some  parts  being  very  much 
more  sensitive  than  othei’S.  Defects  in  the  acuteness  of  this 
sense  are  often  complained  of  in  particular  parts,  and  so  it 
becomes  important  not  only  to  verify  the  existence  of  this 
ansesthesia,  but  also  to  define  with  some  accuracy  its  degi’ee  and 
its  distribution.  Various  methods  are  pursued.  The  patient 
may  be  touched  lightly  with  the  finger  in  various  parts,  the 
observation  being  of  course  varied  with  blank  experiments,  and 
he  should  be  asked,  while  his  eyes  are  shut,  whether  and  at 
what  part  he  is  touched.  It  is  found  that  in  anjesthesia  the 
precision  of  localising  the  sense  of  impact  is  much  diminished. 
If  the  defect  be  very  slight  the  patient  may  be  tried  with  the 
most  delicate  impressions  possible,  such  as  result  from  the 
touching  of  a hair ; if,  on  the  other  hand,  the  sense  be  very 
dull,  the  point  of  a pin,  or  the  pinching  of  the  skin,  may  be 
used  to  produce  a distinct  impression,  and  by  the  j'^^ifi^nt’s 
answers,  or  the  expi-ession  of  his  face,  we  ma}’^  be  able  to  define 
the  area  of  impaired  sensation.  In  conducting  such  experiments 
it  should  be  noticed  if  the  perception  of  the  impact  is  distinctly 
delayed,  as  this  indicates  a bluntness  in  the  sense.  Other 
methods  of  testing  the  sensation  consist  in  trying  if  the  patient 
can  recognise  by  the  hand,  and  with  his  eyes  shut,  different 
textures  of  cloth,  flannel  from  cotton  for  example,  or  if  he  can 
say  whether  a carpet,  or  a rough  or  a smooth  substance,  is 
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interposed  between  liis  bai’e  foot  and  tlie  floor,  care  being  taken 
that  there  is  no  great  diflei’ence  in  the  temperature  of  these 
objects.  The  lifting  of  minute  objects  by  the  hand,  the  discrim- 
ination of  coins — such  as  a three23enny-piece  from  a foui’ijenny- 
piece,^ — and  tlie  manipulation  of  worsted  or  cotton  yarn  iir  sewing 
or  knitting,  often  enable  us  to  judge  of  the  degree  of  tactile 
sense  remaining  with  considerable  certainty ; blindfolding  the 
l^atients  often,  brings  out  very  prominently  the  loss  of  tactile 
sense,  as  we  may  find  them  grojjing  about  with  their  hands  for 
objects  which  are  already  actually  touching  their  fingers.  These 
methods,  or  at  least  some  of  them,  are  ajiiilicable  to  various 
ages  and  various  grades  of  intelligence,  but  a greater  precision  is 
sometimes  obtainable  by  means  of  the  comjjasses  (Weber’s  test). 
Considerable  intelligence  is  required  to  secure  reliable  results 
by  this  process,  and  the  j^atients  often  seem  so  stupid  or  careless, 
or  fatigued,  as  to  render  the  results  a mass  of  confusion.  The 
essence  of  the  test  consists  in  discovering  the  smallest 
distance  at  which  the  two  jjoints  of  a i^air  of  comjiasses, 
simultaneously  and  lightly  applied  to  the  surface,  can  be  recog- 
nised by  the  touch  as  two  separate  objects.  The  points  should 
be  blunted  in  some  way  (except,  jierhajis,  in  the  case  of  the 
finger  tips  and  other  sensitive  jjarts) ; cork  or  sealing  wax 
serves  this  i^urjiose,  or  the  points  themselves  may  be  rubbed 
down.  The  patient  should  first  be  informed,  with  his  eyes 
ojjen,  as  to  the  process  of  testing  to  be  attemjjted,  a few  trials 
being  made  to  let  him  know  the  object  aimed  at.  The  eyes 
should  then  be  shut,  or  the  vision  obstructed  in  some  way,  and 
the  compasses,  widely  opened,  applied  so  as  to  give  a distinct 
imjjression  of  two  separate  points:  the  jmints  should  then  be 
gradually  approximated  till  they  are  felt  as  if  they  made  only 
one  impact,  or  till  the  answers  become  confused  and  unreliable, 
in  which  case  we  may  revert  after  a time  to  the  same  jjart  to 
see  if  the  same  result  is  obtained.  During  this  gradual  approxi- 
mation of  the  points  of  the  compasses,  an  occasional  variation 
by  the  impact  of  only  one  limb  of  the  comj)asses,  should  be 
1 From  the  presence  of  a milled  edge. 
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introduced,  so  as  to  make  sure  that  the  patient  is  not  answering 
at  i-andom. 

The  following  dii-ections  should  be  attended  to  : — 1,  The  two 
jx)ints  must  be  put  down  simultaneously,  otherwise  the  suc- 
cession of  the  impacts  leads  of  itself  to  the  inference  of  two 
points.  2.  The  part  of  the  patient  under  observation  should  be 
kept  quite  unmoved  and  steady ; patients  instinctively,  while 
in  doubt,  tend  to  move  the  fingers  or  hand  to  satisfy  themselves 
whether  two  points  are  applied,  as  they  get  in  this  way  also  a 
succession  of  impressions.  3.  The  two  points  should  be  always 
kept  in  the  same  relative  direction  in  making  estimates  of  the 
delicacy  of  sensation  in  the  same  limb,  i.e.,  we  must  keep 
always  either  in  the  axis  of  the  limb  or  always  transversely 
to  it. 

The  following  list  may  serve  as  an  indication  of  the  normal 
sensitiveness  of  different  parts,  but  it  cannot  be  regarded  as 
absolute : a comparison  of  the  sensation  on  the  two  sides  of 
the  body  indicates  changes  in  a more  reliable  manner  when  the 
lesion  is  unilateral.  (Selected  from  Weber’s  table.) 


Point  of  the  tongue, 

\ line 

Eed  surface  of  lijjs,  - 

2 lines 

Dorsum  and  edge  of  tongue. 

4 lines 

Lips  where  covered  with  skin,  4 

f ) 

Palmar  surface  of  3rd  phalanx,  1 ,, 

Dorsal  surface  of  3rd  phalanx,  3 

1 1 

M »>  2nd  ,, 

2 „ 

j,  ,,  1st  ,, 

7 

J > 

,,  ,,  metacarpus,  3 „ 

Dorsum  of  hand  at  knuckles. 

8 

» ► 

Skin  of  cheek, 

3 „ 

Middle  of  thigh. 

30 

) * 

Tip  of  the  nose, 

3 „ 

Over  patella,  - 

16 

y> 

Lower  part  of  forehead,  - 

10  „ 

Dorsum  of  foot  near  toes. 

18 

1 f 

Neck  under  jaw. 

15  „ 

Penis,  .... 

18 

) > 

Skin  beneath  occiput. 

24  „ 

Upper  dorsal  vertebrae,  • 

24 

t f 

Sternum, 

20  „ 

Middle  dorsal  vertebrae,  - 

30 

The  area  of  diminished  sensation,  or  of  complete  ansesthesia, 
often  enables  us  to  refer  the  defect  to  a single  neiwe,  or  to  a 
special  branch  of  a nerve.  The  extent  of  the  area  of  anajsthesia, 
and  its  level  in  the  trunk,  may  enable  us  to  define  the  locality 
of  the  lesion  in  the  spinal  cord  to  which  it  is  due.  Anaesthesia 
is,  indeed,  very  often  due  to  spinal  lesions,  but  is  sometimes 
found  in  more  general  diseases,  after  diphtheria  for  example,  in 
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hysteria,  and  occasionally  in  other  affections  clearly  of  a func- 
tional character.  (See  Electrical  Tests  for  Anaesthesia,  Chap- 
ter vii.)  In  cases  of  ovarian  irritation  cei’tain  limited  areas 
of  anaisthesia  can  sometimes  be  made  out : occasionally  the 
anajsthesia  in  such  cases  only  extends  to  one  side  of  the  body 
(hemi-anaesthesia) : such  unilateral  anaesthesia  is  found  also  in 
some  cases  of  cei’ebral  disease  (posterior  part  of  internal  capsule), 
associated  with  paralysis  of  the  same  parts.  In  locomotor  ataxy 
anaesthesia  of  the  feet  and  legs  is  very  common.  (Compare  sec- 
tion on  Paralysis  with  Anaesthesia,  p.  1G3.)  Anaesthesia  is  fre- 
quently caused  by  pressure  on  the  nerves,  as  by  tight  bandages, 
splints,  crutches,  &c.,  or  by  more  serious  forms  of  pressure 
arising  from  malignant  tumours,  aneurisms,  abscesses,  &c. 

The  trophic  effects  of  nervous  lesions  must  be  noted,  when 
present,  as  important  facts  in  cases  of  anaesthesia:  ulcei’ations 
of  the  cornea  in  the  case  of  the  fifth,  glazing  of  the  skin,  gray- 
ness of  the  hair,  and  the  lilce,  are  to  be  named  in  this  connec- 
tion. Anaesthesia  can  occasionally  be  shown  to  exist  in  an  area 
affected  with  neuralgia,  and  a certain  degi’ee  of  anaesthesia — a 
dulled  perception  of  tactile  impressions — is  habituallj’-  present  in 
cases  of  so-called  hyperaesthesia  in  which  slight  irritations  of  the 
skin  produce  painful  impressions.  Dulness  as  regards  tactile 
impressions  is  to  be  distinguished  from  dulness  to  painful 
sensations.  (Analgesia.) 

Diminished  sensitiveness  of  the  fauces,  epiglottis,  <fec.,  some- 
times determines  the  occurrence  of  choking  or  of  pulmonary 
affections,  especially  in  the  insane. 

The  sense  of  temperature  is  probably  a form  of  common  sensa- 
tion, but  it  is  found  to  be  preserved  in  certain  cases  in  which  the 
tactile  sense  is  diminished  (locomotor  ataxy,  e.g.).  It  may  be 
tested  by  applying  sponges  dipped  in  water  of  varying  tempera- 
tures, and  ascertaining  if  the  patient  can  appreciate  the  changes 
from  one  temperature  to  another.  A hot  sponge  applied 
to  the  back  is  sometimes  felt  to  be  acutely  painful,  but  this  is 
rather  a form  of  spinal  tenderness  than  of  change  in  the 
cutaneous  sensibility. 
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THE  MUSCULAR  SENSE. 

The  ‘muscular  sense’  is  a name  applied  by  some  to  the  faculty 
we  possess  of  judging  of  weight.  This  faculty  is  often  very  defec- 
tive in  locomotor  ataxy,  and  has  been  supposed  to  account  for  the 
incoordination  of  the  movements  found  in  this  disease.  In  the 
case  of  the  uppei’  limbs  various  weights,  of  as  nearly  as  possible 
the  same  bulk,  may  be  given  as  tests  while  the  patient’s  eyes  are 
closed,  and  it  can  then  be  seen  how  far  he  is  able  to  discriminate 
them  by  his  muscular  sense.  For  light  objects  coins  answer  ad- 
mirably— half  a sovereign  and  a sixpence,  for  example.  In  testing 
the  lower  limbs  the  patient  may  be  placed  on  a high  seat,  with 
his  feet  quite  ofi‘  the  ground,  or  one  leg  may  be  swung  over  the 
other,  and  various  weights,  enclosed  in  a bag  or  attached  by 
any  other  convenient  arrangement,  may  be  suspended  on  the 
foot,  and  the  power  he  has  of  estimating  weights  may  thus  be 
gauged. 

SUBJECTIVE  DISORDERS  OF  SPECIAL  SENSES. 

In  the  preceding  sections  dei*angements  in  the  oi-gans  of  sense 
have  been  considered  from  the  objective  point  of  view — i.e.,  the 
discovery  of  an  obvious  change,  or  at  least  the  clear  demonstra- 
tion, by  a reliable  test,  of  some  actual  disease.  Our  attention, 
indeed,  is  usually  directed  to  some  of  these  by  the  complaints 
of  the  patients  themselves,  but  many  abnormal  sensations  are 
spoken  of  by  them  which  we  must  accept  for  what  they  are 
worth,  simply  and  absolutely  on  theii*  own  statements. 

DISOEDERS  OF  VISION 

are  often  complained  of  in  this  way.  Polyopia  Monocularis, 
or  manifold  vision  with  a single  eye,  is  comparatively  rare,  and 
is  always  due  to  some  eiTor  in  the  eyeball  itself.  Irregularities 
of  the  crystalline  lens  or  cornea,  and  the  presence  of  artificial 
pupils,  are  the  recognised  causes  of  this  affection,  so  that  it  has 
no  significance  in  medical  diagnosis. 

Diplopia  (double  vision  when  both  eyes  are  open)  is  due  to 
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paralysis  or  to  a want  of  pi'oper  balance  in  the  muscular  adjust- 
ments of  the  eye.  This  kmd  of  diplopia  is  associated  with  a 
tendency  to  squinting,  even  although  no  actual  squint  may  be 
detected;  indeed,  when  squinting  is  fully  established,  dijdopia 
usually  ceases.  Diplopia  is  sometimes  complained  of  by  adults 
at  the  beginning  of  meningitis  (probably  from  a slight  paralysis), 
but  it  is  likewise  produced  in  some  persons  by  less  serious 
disturbances;  derangement  of  the  digestive  organs,  for  example, 
may  bring  it  on.  In  certain  cases  of  drunkenness  there  is  a 
want  of  co-ordination  of  the  ocular  muscles,  producing  double 
vision ; a similar  condition  is  found  in  the  early  stages  of 
locomotor  ataxy,  without  any  permanent  squint,  as  well  as  in  the 
later  stages,  when  a true  paralysis  of  the  ocular  muscles  may 
supervene.  Even  when  due  to  disturbance  of  the  cerebral 
functions,  diplopia,  like  strabismus,  is  particularly  apt  to  occur 
in  those  whose  eyes  are  not  noiunal  as  regards  refraction. 
For  details,  and  also  regarding  obliquity  in  the  objects  looked  at 
— see  pp.  120  and  124. 

An  erroneous  estimate  of  the  position  of  objects  is  common  in 
cases  of  paralysis  of  the  ocular  muscles,  so  that  a person  whose 
right  external  rectus  is  affected,  when  asked  to  strike  an  object 
placed  on  his  right,  is  often  found  to  make  a mistake ; this  pro- 
bably arises  from  the  mind  being  conscious  of  an  unduly  great 
energy  being  directed  to  the  paralysed  muscle ; it  appears  pro- 
bable that  the  position  of  objects  is  estimated  from  this  “ out- 
going current,”  as  it  is  termed.  This  erroneous  estimate  of  the 
position  of  objects  in  certain  directions  leads  to  constant  confu- 
sion fi’om  the  changes  which  occur  in  the  position  of  objects  as 
the  person  walks  along  or  even  moves  his  eyes ; hence  arises 
the  “monocular  vertigo  ” which  occurs  in  cases  of  paralysis  of 
the  third  nerve,  for  example,  if  the  sound  eye  be  closed  and  the 
drooping  lid  held  up  as  the  patient  walks  along.  A somewhat 
analogous  confusion  and  vertigo  may  result  from  binocular  dipl- 
opia, or  from  conditions  bordering  on  this  state.  An  en-oneous 
estimate  of  the  position  of  objects,  or  of  the  position  of  the 
false  image  in  diplopia,  from  an  apjrarent  forward  displacement,  is 
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found  to  occur  in  certain  cases  of  ocular  paralysis,  particularly 
when  the  fourth  nerve,  and  the  superior  oblique  muscle  are 
involved. 

The  accoinmodation  of  the  eyes  for  distinct  vision  of  near 
objects  becomes  defective  with  age  (about  fifty  yeai-s  of  age) ; this 
“ presbyopia,”  as  it  is  called,  is  probably  dite,  in  part  at  least,  to 
changes  in  the  lens  itself ; such  defects  become  more  px-onounced 
and  occur  at  an  earlier  age  in  those  who  are  hypermeti-opic,  and 
so  requii’e  to  use  their  accommodation  even  for  distant  vision.  The 
accommodation  may  be  defective  from  some  nervous  lesions,  as 
when  the  third  nerve  is  pai*alysed,  and  diphtheiitic  paralysis  of 
the  accommodation  is  not  uncommon.  The  size  of  the  pupil  is 
not  always  afiected  when  the  accommodation  is  pai-alysed, 
although  both  ai-e  veiy  often  involved  together.  When  the 
vision  is  defective  from  this  cause  convex  glasses  (+12)  should 
coiTect  it  fully.  (Atropine,  it  must  be  remembered,  pax-alyses 
the  accommodation  pro  tempore.) 

Strain  on  the  eyes,  a sense  of  fatigue  readily  induced,  and  a 
great  tendency  to  confusion  of  the  lines  and  words  in  a book, 
after  reading  for  a few  minutes,  constitute  the  indications  of 
“ asthenopia.”  This  sti*ain  may  be  prolonged  or  intensified  to 
such  an  extent  as  to  give  rise  to  headache  of  such  a character  as 
to  suggest  cerebral  mischief.  This  excessive  strain  may  be  due 
to  some  specially  exacting  form  of  wox'k  arising  in  connection 
with  the  constant  and  exti’eme  demands  made  on  the  jxxwer 
of  the  accommodation  or  of  the  convergence ; sometimes, 
indeed,  the  combination  of  diffei'ent  and  unnatural  degrees  of 
accommodation  and  convei-gence  may  produce  this  strain,  par- 
ticularly in  those  who  use  glasses.  These  excessive  demands 
arise  in  connection  with  optical  defects  of  the  eye — hypermeti- 
opia,  myopia,  and  astigmatism — in  the  last  the  varying  de- 
mands are  incessant  and  most  exacting.  The  headaches  arising 
from  the  strain  thus  produced,  although  at  first  induced  dii-ectly 
by  taxing  the  eyes,  may  continue  in  a more  permanent  form,  so 
as  to  give  little  or  no  suggestion  of  an  ocular  oi'igin  of  the 
disoi’der.  Some  of  the  defects  cause  a constant  strain  on  the 
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eyes,  wliicli  cannot  be  relieved  by  any  amount  of  apparent 
rest, 

Muscev  or  motes  are  to  be  distinguished  according  as  they  are 
fixed  or  floating.  Muscaj  volitantes — motes  floating  about  in 
the  field  of  vision — may  be  seen  by  any  healthy  eye,  and  in  sucli 
cases  they  are  due  to  minute  opacities  normally  existing  in  the 
vitreoTis.  They  may  be  demonstrated  by  looking  at  a light 
through  a minute  hole  in  a blackened  card ; in  this  way  the 
eye  is  thrown  out  of  focus,  and  the  shadows  are  ju’ojected  on  the 
retina.  Motes  like  the  strings  thus  seen,  and  also  motes  dart- 
ing in  various  directions,  may  be  seen  at  times  apart  from 
disease,  especially  on  looking  at  dazzling  white  objects-  they 
are  often  rendered  more  obtrusive  in  myopic  eyes,  and  in  condi- 
tions of  weakness  and  initability  of  the  retina  from  whatever 
cause.  Motes  from  these  normal  opacities  must  be  distinguished 
from  floating  sjiecks  due  to  abnoimal  opacities  in  the  vitreous  ; 
the  latter  are  generally  visible  with  the  ophthalmoscope.  Fixed 
muscJB — fixed  black  spots  or  bands — are  due  to  opacities  in  the 
substance  of  the  retina.  Opacities  in  the  lens  are  revealed  by 
ophthalmoscopic  illumination  as  black  bands  or  streaks,  but 
they  are  not  perceived  by  the  patient  as  such,  unless  the  eye  be 
thrown  out  of  focus  as  by  the  experiment  with  the  blackened 
card,  just  described,  or  in  some  similar  manner-. 

Hemiopia. — When  the  patient  complains  that  he  sees  only 
one  half  of  an  object,  this  is  due  to  a defect  in  one  • (lateral) 
half  of  the  field  of  vision,  i.e.,  to  defect  of  the  retina  oir  the  half 
opposite  the  unseen  or  blank  pai-t.  It  is  always  an  affection  of 
the  optic  nerve,  and  its  accurate  limitation  to  one-half  of  the 
field  of  vision  Ls,  no  doubt,  related  in  some  way  to  the  decussa- 
tion of  the  fibres  of  the  optic  nerve  at  the  commissure,  or  the 
division  of  its  root  at  the  thalamus,  but  the  exact  nature  of  this 
affection  remains  still  uncertain.  Hemiopia  is  met  with  occa- 
sionally in  cerebral  tumours  and  similar  lesions ; it  usually 
affects  both  eyes;  the  commonest  combination  is  to  have  the 
nasal  side  of  one  eye  and  the  temporal  of  the  other  affected. 
Hemiopia  is  sometimes  combined  with  hemi-anaesthesia,  the 
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person  is  blind  on  the  side  with  which  he  would  otherwise  look 
on  his  affected  limbs.  If  the  two  inner  sides  be  involved,  the 
hemiopia  is,  of  course,  less  marked : it  is  seldom  that  an  upper  or 
an  under  half  is  involved.  One  eye  is  sometimes  affected  alone. 

Flashes  of  light  (photopsia)  are  produced  by  irritation  of  the 
retina,  or  of  the  optic  nerve  in  any  part  of  its  course  from  the 
brain.  Even  gentle  pressure  on  the  eyeball  gives  rise  to  circles 
or  flashes  of  light,  and  blows  produce  more  violent  flashes  in  the 
same  way  ; such  sensations  are  frequent  in  incipient  disease  of 
the  optic  nerve.  Flashes  of  light  are  likewise  often  complained 
of  by  those  whose  cerebral  artei’ies  are  I’igid,  and  in  whom  dis- 
turbances of  the  circulation  in  the  optic  nerve,  or  in  the  cerebral 
centres  connected  with  it,  may  be  presumed  to  exist;  they  are 
recognised  as  amongst  the  prodromata  of  apoplectic  and  other 
cerebx-al  seizures. 

Coloured  spectra  (chromopsia)  are  of  somewhat  similar  nature  ; 
they  have  been  known  to  usher  in  epileptic  fit.s.  Yellow  vision 
(xanthopsia)  is  obseiwed  in  certain  cases  of  jaundice,  but  it  is 
rare,  at  least  in  a highly  marked  form  ; it  is  occasionally  pro- 
duced by  santonine  administered  internally  ; this  predominance 
of  yellow  renders  the  recognition  of  I’ed  difficult. 

Colour-blindness  is  not  uncommon  as  a congenital  or  even  as 
an  hereditary  defect.  Red  and  its  compounds  are  the  colours 
moat  commonly  aflected.  No  special  significance  can  be  at  pres- 
ent attached  to  this  congenital  defect.  A degree  of  colour- 
blindness, however,  is  often  found  in  connection  with  blind 
spots  in  the  central  part  of  the  retina,  and  in  this  way  it  has  a 
place  as  one  of  the  symptoms  of  optic  atrophy.  In  testing 
for  colour-blindness,  samples  of  coloured  paper  or  wool  may  be 
given  to  the  patient  to  be  compared  or  matched. 

Hemeralopia,  called  also  “ night  blindness,”  consists  in  the 
inability  to  see  properly  towards  evening,  as  the  daylight 
declines.  It  is  found  in  soldiei*s  and  others  who  have  been 
exposed  to  dazzling  lights.  It  has  no  special  significance  to  the 
physician.  This  symptom  is  found  also  in  the  affection  known 
as  retinitis  pigmentosa. 
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Photophobia,  or  intolerance  of  light,  is  common  to  many 
diseases  of  the  eye  (keratitis,  iritis  and  retinitis).  It  is  also 
found  in  certain  stages  of  meningitis,  cerebral  tumours,  typhus, 
measles,  &c.  In  nervous  subjects  it  may  exist  apart  from  any 
serious  changes  in  the  eyeball,  constituting  a hypertesthesia  of 
the  retina. 

Dimness  of  vision  {amblyopia)  and.  blindness  are  due  to  many 
causes,  coming  for  the  most  part  within  the  realm  of  the  oculist 
alone,  and  these  need  not  be  refeiTed  to  here,  but  when  asso- 
ciated with  evidence  of  cerebral  or  renal  affections,  dimness  of 
vision  has,  of  course,  special  interest  to  the  physician.  It  is 
also  one  of  the  symptoms  of  a general  weakness — the  muscular 
weakness  affecting  either  the  accommodation  or  the  convergence 
of  the  eyes.  Anjemia,  in  like  manner,  may  affect  the  retina  ; 
thus  loss  of  blood,  flooding,  prolonged  discharges,  as  in  leucor- 
rhcea  and  protracted  suckling,  or  even  a sudden  assumption  of 
the  erect  posture  in  cases  of  debility,  may  bring  on  more  or  less 
dimness  of  vision ; this  is  not  uncommon  just  before  death. 

Spectral  illusions.  (See  Chapter  viii.) 

PERVERSIONS  OF  SMELL  AND  TASTE. 

Perversions  of  smell  and  taste  as  distinguished  from  mere  loss 
of  these  senses  (see  pp.  139,  140),  are  almost  entii’ely  limited 
to  cases  of  insanity  or  other  serious  affections  of  the  brain 
and  nervous  centres  (including  hysteria).  Such  peiwei’sions  are 
intimately  associated  with  the  delusions  from  which  the  insane 
suffer,  and  may  even  give  rise  to  some  of  these,  especially  when 
they  suppose  that  their  food  is  poisoned,  that  they  themselves 
are  foul  and  foetid,  &c.  Bad  smells  and  tastes  are  often  ex- 
perienced by  patients  in  reality,  although  it  may  be  difficult 
or  impossible  at  the  moment  for  another  person  to  verify 
their  existence,  as  in  slight  cases  of  ozoena,  or  of  gangrene  of 
the  lung,  or  in  cases  of  dyspepsia  with  eructations  of  sulphuret- 
ted hydrogen  or  other  nauseous  gases.  The  use  of  cei-tain 
medicines,  phosphorus,  and  some  metallic  salts,  likewise  gives 
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rise  to  curious  smells  and  tastes.  The  use  of  bismuth  some- 
times gives  rise  to  a smell  resembling  garlic. 

NOISES  IN  EAR. 

Noises  in  the  ear  (Tinnitus  aurium)  are  often  complained 
of,  sometimes  associated  with  past  or  present  deafness, 
sometimes  without  any  defect  in  hearing.  The  noises  vary 
in  degree  from  very  slight  sounds,  only  heard  when  every- 
thing around  is  perfectly  still,  up  to  noises  so  distressing  as 
scarcely  to  be  bearable.  They  are  often  ti-aceable  to  some 
mechanical  cause,  giving  rise  to  pressure  on  the  labyrinth, 
either  directly  or  indirectly.  Thus  wax  pressing  on  the  mem- 
brana  tympani,  or  obstructions  in  the  Eustachian  tube  altering 
the  pressure  of  the  air  in  the  tympanum,  can  sometimes  be 
shown  (by  the  eflect  of  their  removal)  to  have  been  the  cause  of 
tinnitus.  It  should  be  remembered,  however,  that  apparently 
similar  obstructions  may  exist  without  producing  this  symptom. 
Perforation  of  the  membrana  tympani,  when  caused  by  violent 
noises,  &c.,  is  almost  always  associated  with  tinnitus  for  a time, 
although  not  itself  a cause  of  this  symptom ; in  cases  of  deafness, 
also,  brought  on  by  blows  on  the  head,  tinnitus  is  often  present. 
In  certain  cases  the  noises  in  the  ear  seem  to  be  due  to  actual 
mischief  in  the  labyrinth  itself,  and  especially  to  pressure  of  the 
stapes  on  the  foramen  ovale;  such  pressure  may  arise  from 
disease  of  the  external,  middle,  or  internal  ear.  A lesion  of 
the  labyrinth  is  especially  probable  in  those  cases  where  the 
noises  are  associated  with  some  degree  of  deafness,  and  with 
sudden  and  violent  attacks  of  giddiness,  and  a tendency  for 
the  patient  to  turn  or  to  fall  to  one  side  (M^ni^re’s  disease). 
Occasionally  the  noises  in  the  ear  appear  (like  cerbun  fonns  of 
deafness)  to  be  purely  nervous,  coming  and  going  irregularly, 
or  especially  produced  or  aggravated  in  connection  with  mental 
annoyance  and  over-fatigue;  or  developed,  like  certain  forms 
of  weak  sight,  by  prolonged  lactation,  &c.  Noises  in  the  ear 
have,  in  certain  cases,  their  explanation  in  disturbances  existing 
in  the  brain  itself,  or  in  its  circulation ; like  flashes  of  light,  they 
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form  pai’t  of  the  prodromata  of  apoplectic  attacks.  In  certain 
cases  of  acute  diseases  (typhus),  and  in  some  nervous  complaints, 
the  hearing  is  abnormally  acute,  so  that  very  slight  sounds, 
otherwise  likely  to  escape  notice,  seem  to  be  painfully  loud, 
although  in  other  stages  of  typhus  and  enteric  fever  deafness  is 
often  present.  Quinine  in  full  doses  often  produces  moi-e  or 
less  noise  or  ringing  in  the  ears ; great  differences  exist  as  to 
the  susceptibility  of  patients  in  respect  of  quinine.  Salicine 
and  salicylic  acid  may  also  give  rise  to  the  same  symptom.  Some- 
times the  noise  or  singing  in  the  ears  is  due,  in  all  probability, 
to  the  patients  actually  hearing  sounds  j)roduced  in  their  own 
veins;  possibly  they  sometimes  hear  sounds  produced  by  the 
circulation  of  the  blood  in  the  rigid  arteries  at  the  base  of  the 
brain  in  cases  of  atheroma. 

A whiffing  sound,  as  if  close  at  the  ear,  coiTesponding  with 
the  arterial  pulsations,  is  often  complained  of  by  persons  affected 
with  some  disorder  of  the  heart’s  action  (usually  of  a functional 
character),  and  associated  with  a sense  of  throbbing  throughout 
the  arteries;  this  sound  distresses  them  chiefly  wliile  lying  on 
the  left  side,  and  indeed  often  renders  this  posture  in  bed 
impossible. 

DIMINUTION  AND  PERVERSION  OF  THE  CUTANEOUS 

SENSIBILITY. 

AncBsthesia  is  described  by  patients  as  a “numbness”  or 
“ deadness  ” of  the  affected  parts,  or  occasionally  as  if  thickened 
skin,  leather,  india-rubber,  or  even  air  cushions  were  interposed 
between  theii-  feet,  or  other  affected  parts,  and  the  objects 
touched.  These  sensations  may  be  regarded  as  due  to  pure 
defects.  Associated  with  antesthesia,  there  may  be  in  the  same 
part  “ hyperoisthesia”  that  is  to  say,  painful  sensations  from 
irritations  which  in  the  normal  state  would  scarcely  be  noticed: 
thus  a light  touch  affecting,  perhaps,  only  the  hairs  of  the  skin, 
or  a slight  current  of  air,  may  be  felt  by  such  patients  as  acutely 
painful  : but  as  there  is  in  hypersesthesia  no  real  increase  of  deli- 
cacy in  touch,  but  almost  always  a diminution,  the  term  “ parses- 
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thesia”  would  better  express  this  perverted  sensation.  The  feeling 
of  “pinscmd  needles"  in  a limb  {Scottice  jyrinklmg")  is  often 
complained  of  in  paralysis : the  feeling  is  somewhat  similar  to 
that  experienced  by  every  one  at  times  when  by  accident  undue 
pressure  is  made  on  certain  parts  of  a limb,  as  on  the  arm  by 
lying  on  it,  &c.  Allied  to  this  tingling  is  the  feeling  as  if  small 
insects  were  crawling  over  the  body  {'^formication  ”) ; other 
creeping  feelings,  and  sensations  as  if  the  hairs  of  the  body  were 
standing  on  end  {horripilation,  goose-flesh),  are  complained  of 
in  various  nervous  affections,  and  also  in  febrile  disturbances. 
Feelings  of  flushing,  both  local  and  general,  and  of  coldness,  or 
of  cold  water  trickling  down  a part,  are  often  experienced  in 
nervous  affections,  especially  hysteria  and  hypochondriasis,  as 
well  as  in  certain  febrile  states  (see  Pyrexia,  p.  71).  Coldness  of 
the  limbs  is  often  bitterly  complained  of  in  paralysis,  although 
the  parts  may  seem  only  slightly  colder  than  natural.  A feeling 
of  constriction  of  the  trunk,  as  if  the  clothes  were  too  tightly 
fastened  round  the  body,  or  as  if  a cord  were  tightly  compress- 
ing it,  is  often  present  in  spinal  afiections.  Some  of  the  above 
perverted  sensations  pass  into,  or  are  associated  with  actual 
pain  in  various  parts. 

TESTING  OF  THE  CRANIAL  NERVES. 

In  many  cases  of  paralysis  the  critical  examination  of  the 
cranial  nerves  may  enable  us  not  only  to  pronounce  on  the 
cerebral  nature  of  the  illness,  but  even  to  localise  the  lesion  in 
some  part  of  the  brain.  In  certain  cerebral  affections,  moreover, 
it  occasionally  happens  that  only  one  or  two  nerves  are  pam- 
lysed,  and  these  may  escape  attention  unless  we  test  the  nerves 
systematically  : variations  in  the  paralysis  likewise  occur  from 
time  to  time,  in  certain  cases  of  cerebral  tumour,  and  even  a 
more  transient  paralysis  of  these  nerves  is  sometimes  seen  in 
cerebral  abscess. 

First  Nerve — Olfactory — supplies  the  sense  of  smell.  (See 
pp.  139  and  152.) 
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Second  Nerve — Optic,  the  nei’ve  of  vision.  (See  pp.  130-136 
and  147-152.) 

Third  Nerve — Motor  oculi — supplies  directly,  or  through  the 
lenticular  ganglion,  the  sphincter  muscle  of  the  iris,  the  ciliary 
muscle,  the  levator  palpebne,  and  all  the  muscles  of  the  eyeball 
except  the  superior  oblique  and  external  rectus.  These  muscles 
should  be  tested  separately.  (See  pp.  119-127  and  148,  149.) 

Fourth  Nerve — Patheticus,  Trochlearis — supplies  the  super- 
ior oblique  muscle  of  the  eye.  (See  pp.  124-126,  and  149.) 

Fifth  Nerve — Trifacial,  Trigeminal — is  partly  motor,  but  its 
largest  part  is  purely  sensory.  The  'motor  hratiches  are  derived 
from  the  small  root  of  the  nerve.  These  motor  branches  are 
all  given  oflF  from  the  inferior  maxillary  portion.  They  are 
distributed  chiefly  to  the  muscles  of  mastication,  viz.,  the  tem- 
poral, masseter,  and  internal  and  external  pterygoids the 
mylo-hyoid,  and  the  anterior  belly  of  the  digastric,  likewise,  are 
supplied  from  this  source.  The  power  of  closing  the  jaw  per- 
fectly, and  of  moving  it  laterally,  afibrds  evidence  of  the  sound- 
ness of  these  branches.  The  buccinator  muscle  was  fonnerly 
supposed  to  be  supplied  by  the  flfth,  but  it  is  now  recognised 
that  the  buccal  branch  of  this  nerve  is  sensory,  and  that  the 
motor  supply  comes  from  the  seventh.  The  motor  branches 
from  Meckel’s  ganglion  going  to  the  palate  and  u\mla  are  sup- 
posed to  be  derived  from  the  seventh  neiwe.  The  sensory 
branches  supply  common  tactile  sensation  to  the  skin  of  the 
face  from  the  forehead  to  the  chin,  to  the  mucous  surfaces  of 
the  mouth,  tongue,  palate,  and  uvula ; the  conjunctiva,  the 
mucous  membrane  of  nose,  and  the  teeth  are  all  supplied  from 
this  source.  In  addition,  the  lingual  or  gustatory  branch 
supplies  probably  some  portion  of  the  special  sense  of  the 
tongue,  (apart  even  from  the  fibres  of  the  chorda  tympani  nerve 
mechanically  united  with  it).  The  fifth  nerve  has,  moreover, 
very  important  functions  connected  with  the  nutrition  of  the 
eyeball,  of  the  hairs,  and  other  jiarts  to  which  it  is  supplied. 
When  afiected  as  far  back  as  the  Gasserian  "anglion,  slouirhinof 
of  the  cornea,  and  other  trophic  changes  have  been  observed. 
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The  tests  applied  in  judging  of  the  sensory  branches  of  this 
nex’ve  are  by  means  of  the  compasses  for  the  common  tactile 
sense  of  the  skin,  tongue,  and  lips ; by  tickling  the  palate  or 
uvula  for  the  production  of  reflex  action,  acting  on  one  side  only 
at  a time ; by  test  solutions  for  the  special  sense  of  the  tongue 
(see  Taste,  p.  140);  and  by  examination  of  the  clearness  of  the 
cornea,  the  colour  of  the  eyebrows,  the  amount  and  character  of 
the  secretions  of  the  nostrils,  &c.,  for  any  trophic  changes  in 
affections  of  this  nerve.  Pain  or  neuralgia  in  the  situations 
enumerated  above  may  be  referred  to  this  nerve. 

Sixth  Nerve — Abducens  oculi — supplies  only  the  external 
rectus  of  the  eye.  Deflciency  in  the  power  to  move  the  eyeball 
outwards  is  the  sign  of  paralysis  of  this  nerve,  but  care  must  be 
taken  to  ascertain  that  the  eyeball  is  not  fixed  from  inflamma- 
tion, abscess,  or  tumour  of  the  orbit.  In  slighter  forms,  diplopia 
may  be  the  only  evidence  of  this  paralysis.  (See  pp.  120-127 
and  148.) 

Seventh  Nerve  (Portio  Dura) — Facial. — This  nerve  is 
essentially  motor,  but  some  communicating  branches  ax*e  still 
involved  in  doubt  as  to  their  exact  function.  The  muscles 
directly  supplied  include  all  the  great  muscles  of  expression, 
and  in  judging  of  their  healthy  or  paralysed  condition,  it 
is  desirable  to  get  the  patient  to  laugh,  to  whistle,  or  to 
simulate  expressions  of  surprise,  <kc.  These  muscles  include 
those  of  the  external  ear,  the  occipito-frontalis,  corrugator  super- 
cilii,  oi’bicularis  palpebrarum,  the  muscles  of  the  nose,  cheek, 
upper  and  lower  lips,  the  orbicularis  oris,  buccinator,  stylo- 
hyoid, part  of  the  platysma,  and  the  posterior  belly  of  the 
digastric.  In  addition  to  these,  the  facial  sends  a bi*anch  to 
!Meckel’s  ganglion — the  large  superficial  petrosal  nerve — and  it 
is  probably  from  tliis  source  that  the  motor  supply  of  the 
azygos  uvulie  and  the  levator  palati  is  derived.  The  facial, 
moreover,  sends  a branch — the  chorda  tympani — to  join  the 
lingual  or  gustatoiy  of  the  fifth ; and  it  is  now  generally 
agreed  that  the  chorxla  tympani  supplies  the  sense  of  taste 
in  the  anterior  part  of  the  tongue  (see  Taste,  ji.  142).  The 
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facial  also  supplies  the  intrinsic  Fmuscles  of  the  tongue  (lin- 
gual is). 

In  examining  cases  of  paralysis  of  the  portio  dura,  attention 
should  be  specially  directed  to  the  occipito-fi-ontalis  and  the 
orbicularis  palpebrarum : these  are  usually  pai-alysed  to  a 

marked  extent  in  lesions  affecting  the  trunk  of  the  nerve,  so 
that  the  eye  often  remains  uncovered  and  waters  readily,  or 
nven  becomes  seriously  affected  from  exposure.  These  muscles 
often  escape  in  large  part  in  the  facial  paralysis  due  to  general 
cerebral  caiises  (hemiplegia).  The  mouth  is  usually  also  badly 
affected  in  lesions  of  the  trunk  of  the  seventh,  so  that  the 
patient  cannot  whistle,  and  from  paralysis  of  the  orbicularis 
oris  the  saliva  may  escape  : from  the  flabby  state  of  the  buc- 
cinator, the  food  often  accumulates  helplessly  between  the 
cheek  and  the  teeth.  All  these  symjitoms  are  usually  much 
more  marked  in  cases  of  paralysis  from  peripheral  causes  than 
in  those  from  central  affections.  Deviation  of  the  uvula  or 
unilatei’al  paralysis  of  the  palate  sometimes  leads  to  a diagnosis 
of  a lesion  behind  the  origin  of  the  petrosal  branch  in  the 
tympanum  (the  nervus  petrosus  superficialis  major  arises  at  the 
intumescentia  gangliformis).  The  palate  hangs  loosely  on  the 
paralysed  side,  and  its  reflex  movements  are  lessened  : it  may 
also  be  drawn  to  the  sound  side.  The  uvula  sometimes 
deviates  to  the  paralysed  side,  sometimes  to  the  sound  side.  It 
is  not  always  quite  even  in  the  healthy  state.  (Its  deviation  to 
the  paralysed  side  has  been  explained  by  the  unopposed  action 
of  the  pharyngo-palatine  muscle.)  Paralysis  of  the  seventh  nerve 
may  affect  the  movements  of  the  tip  of  the  tongue,  especially 
the  pointing  of  it  or  the  moving  of  the  tip  in  various  directions 
when  protruded.  It  is  also  quite  certain  that  some  loss  of  taste 
occasionally  exists  in  the  anterior  part  of  the  tongue  in  peri- 
pheral paralysis  of  the  facial  nerve.  The  hearing  should  be 
tested  carefully  in  pai’alysis  of  the  portio  dura. 

Facial  ]iai-alysis  sometimes  exists  on  both  sides  (bilateral  or 
double  facial  paralysis).  In  such  cases  the  face  is  symmetrical 
but  expressionless.  It  may  arise  from  a combination  of  right 
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and  left  aural  disease,  or  from  accidental  combinations  of  other 
peripheral  forms  of  facial  paralysis.  It  is  most  commonly, 
however,  due  to  disease  in  the  pons  Varolii  or  medulla  oblongata, 
and  constitutes  in  this  way  a feature  of  progressive  bulbar 
paralysis.  (Glosso-labio-laryngeal  Paralysis.) 

Seventh  Nerve  (Portio  Mollis) — Auditory. — This  nerve 
is  purely  auditory : disorders  in  it  show  themselves  by  deafness, 
noises  in  the  ear,  and  occasionally  vertigo  (see  pp.  13G  and  153), 

Eighth  Nerve — Glosso-Pharyngeal — is  almost  purely 
sensory : it  supplies  sensation  to  the  tonsils  and  pharynx,  and 
so  is  greatly  concerned  in  the  reflex  actions  of  swallowing ; it 
supplies  the  back  part  and  the  sides  of  the  tongue  with  special 
sensation,  and  is  distributed  to  the  circumvallate  papilla?.  It 
supplies  the  mucous  membrane  of  the  tympanum  and  Eustachian 
tube  with  sensory  fibres.  It  may  be  tested  by  attempting  to 
produce  reflex  actions,  by  tickling  the  pharynx,  and  by  test 
solutions,  especially  bitter  fluids,  applied  to  the  back  of  the 
tongue  (see  Taste,  p.  140). 

Eighth  Nerve — Spinal  Accessory. — The  portion  of  this 
nerve  which  arises  from  the  medulla  oblongata  (bulbar 
portion)  seems  to  be  distinct  in  function  from  that  arising 
from  the  spinal  cord.  Both  roots  are  purely  motor.  The 
fibres  from  the  former  enter  the  branch  communicating  with 
the  pneumogastric,  and  are  distributed  to  the  muscles  of 
the  pharynx  and  larynx  (through  the  superior  and  recurrent 
laryngeal  nerves).  The  fibi-es  derived  from  the  spinal  portion 
of  the  nerve  are  distributed  to  the  sterno-mastoid  and  trapezius 
muscles.  Disorder  of  the  roots  of  the  spinal  accessory  nei’ve 
may  therefore  give  rise  to  laryngeal  and  pharyngeal  disordei-s, 
or  to  convulsive  or  other  affections  of  the  trapezius  or  sterno- 
mastoid. 

[Laryngeal  disorders  may  also  arise  from  affections  of  the 
recurrent  laryngeal  nerve,  due  to  aneurismal  or  other  tumours 
in  chest.  Glosso-labio-laiyngeal  paralysis  is  probably  associated 
with,  and  in  part  due  to,  an  affection  of  this  nerve.] 

Eighth  Nerve — Pneumogastric. — This  nerve  has  such  a 
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wide  distribution,  such  important  connections  with  other 
nerves,  especially  the  sympathetic,  and  still  remains  in  so 
much  obscurity  as  to  certain  of  its  functions,  that  no  attempt 
need  hei’e  be  made  to  detail  its  sphere  of  operation.  The 
student  may  remember,  in  the  present  connection,  that  it 
supplies  the  mucous  membrane  of  the  pharynx  and  larynx,  and 
also  the  muscles  of  both,  although,  as  mentioned  in  the  pi*e- 
ceding  section,  this  motor  portion  is  derived  probably  from  the 
spinal  accessory.  The  thyroid  gland  also  derives  its  supply 
from  the  j)neumogastric ; and  the  heart,  lungs,  oesophagus, 
stomach,  bowels,  liver,  and  spleen  all  receive  important  nervous 
filaments,  either  directly  from  this  nerve,  or  from  the  cardiac, 
pulmonary,  and  other  plexuses  to  which  it  gives  branches. 
Aphonia,  dysphagia,  vomiting,  constipation,  palpitation,  inter- 
mittent pulse,  hepatic  disorder  (including  diabetes),  and  respir- 
atory disorders  and  distress,  may  all,  at  times,  be  referred  with 
more  or  less  probability  to  an  aflfection  of  this  nerve  in  some 
part  of  its  course. 

Ninth  Nerve — Hypoglossal — is  purely  motor.  It  sup- 
plies all  the  depressor  muscles  of  the  hyoid  bone,  receiving 
some  important  fibres  from  the  second  and  third  cervical  nerves 
through  the  communicans  noni.  The  genio-hyoid  and  the  omo- 
hyoid are  also  supplied  from  the  same  soui-ce.  It  also  supplies 
the  (extrinsic)  muscles  which  act  on  the  tongue,  and  it  even  gives 
a few  terminal  fibres  to  its  intrinsic  muscles  (lingualis).  This 
nerve,  therefore,  is  concerned  in  deglutition  and  in  the  move- 
ments of  the  tongue.  Paralysis  of  this  nerve  on  one  side  leads 
to  protrusion  of  the  tongue  towards  the  paralysed  side,  from  the 
unopposed  action  of  the  sound  genio-hyo-glossus.  If  extreme, 
as  in  cases  of  injury,  the  paralysed  side  is  flabby  and  falls  into 
wrinkles,  but  there  is  no  loss  of  tactile  or  gustatory  sense.  The 
tongue  is  usually  deviated  to  one  side  from  affection  of  this 
nerve  in  hemiplegia,  and  in  glosso-labio-laryngeal  paralysis  the 
ninth  nerves  are  clearly  involved. 
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CHAPTER  VI. 

SYMPTOMS  OF  DISORDER  IN  THE  NERVOUS 

SYSTEM.* 

PARALYSIS. 

ARALYSIS  is  usually  understood  to  mean  a loss  or  dimi- 


nution of  motor  power : occasionally  the  term  is  applied 
to  sensoiy  as  well  as  motor  nerves,  in  which  case  some  lesion 
of  the  function  is  signified. 

The  distribution  of  the  paralysis  is  one  of  the  first  points  to 
be  investigated.  “ Hemiplegia  ” is  the  name  given  to  a para- 
lysis of  one  lateral  half  of  the  body,  especially  of  one  arm,  one 
leg,  and  one  half  of  the  face  ; the  paralysis  of  the  face  is  usually 
on  the  same  side  as  that  of  the  limbs ; when  it  is  on  the  op- 
posite side  it  is  termed  “ alternate  hemiplegia,”  or  “ crossed 
paralysis.”  “ Paraplegia  ” is  technically  applied  to  a paralysis 
of  the  lower  part  of  the  body ; the  legs  and  the  lower  part  of 
the  trunk,  including  at  times  the  bladder  and  rectum,  are  the 
parts  usually  aflTected.  “ INIonoplegia  ” is  a tenn  applied  to 
paralysis  of  one  limb.  Paralysis  is  sometimes  limited  to  the 
lower  limbs  or  even  to  the  parts  below  the  knee,  to  the  arms,. 

* The  following  works  are  specially  valuable  for  consultation.  Some  of  those 
referred  to  in  last  chapter  are  likewise  important.  Reynolds’s  System,  Vol.  II. , 
Trousseau,  Vol.  I.,  Ziemssen’s  Cyclopjedia,  Vols.  XL,  XII.,  XIII.,  and  XIV.; 
also  IVest  and  other  writers  on  Diseases  of  Children  ; Duchenne’s  Treatise  on 
Electricity  contains  many  important  chapters,  particularly  on  Ataxy  and  vari- 
ous forms  of  atrophic  and  pseudo-hypertrophic  paralysis.  See  also  Hammond, 
Althaus,  Charcot,  Mitchell,  Bateman. 
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or  to  the  forearms  (especially  in  cases  of  infantile  paralysis, 
lead  poisoning,  wasting  palsy,  and  ti’aumatic  paralysis).  Para- 
lysis of  the  face  often  exists  without  any  affection  of  the  limbs  ; 
it  is  usually  one-sided,  but  occasionally  double.  (See  Paralysis 
of  portio  dui’a,  p.  157.) 

Beyond  these  obvious  distinctions  we  must  be  on  the  watch 
for  more  definite  anatomical  and  physiological  variations  in  the 
distribution  of  the  paralysis  ; thus  we  have  affections  of  single 
nerves  (as  the  sixth),  or  of  special  divisions  of  a nerve  as  in  the 
case  of  the  third  cranial  nerve  (see  pp.  126,  156),  or  of  the 
musculo-spiral  nerve  and  the  like.  Or  Ave  may  have  special 
muscles  or  groups  of  muscles  paralysed,  as  in  the  case  of  the 
deltoid,  and  the  muscles  of  the  thumb  in  muscular  atrophy ; 
and  of  the  extensors  of  the  forearm,  with  the  immunity  of  the 
supinator  longus,  in  lead  paralysis.  Again,  the  distribution  of 
the  paralysis  may  affect  special  processes,  as  in  paralysis  of  deg- 
lutition, articulation,  &c., — various  nerves  and  muscles  being 
implicated  together. 

The  delicate  exercise  and  co-ordination  of  the  movements 
required  in  the  complex  use  of  the  vocal  organs,  of  the  hand 
in  writing,  and  of  the  feet  and  legs  in  walking,  may  be  gi'eatly 
impaii’ed  in  cases  where  paralysis  in  its  ordinary  sense  of  want 
of  motor  power  can  scarcely  be  afiirmed.  Such  a condition  is 
observed  in  locomotor  ataxy,  general  paralysis  of  the  insane, 
writer’s  cramp,  shaking  palsy,  and  some  other  affections. 

The  state  of  the  patient  as  to  intelligence,  and  his  general  men- 
tal and  emotional  condition,  are  to  be  noticed  particularly  in  the 
examination ; they  are  likewise  to  be  considered  in  connection 
with  the  previous  histoiy  of  such  paralytic  attacks.  This  in- 
quiry is  of  special  weight  in  cases  of  hemiplegia,  of  paralysis 
of  the  cranial  nerves,  and  in  general  paralysis  of  the  insane. 
It  is  evident  also  that  Ave  must  ascertain  how  far  the  mental 
condition  of  our  patient  can  be  relied  on  before  Ave  submit  him 
to  tests,  the  value  of  Avhich  turns  largely,  on  his  intelligent 
co-operation.  We  seek  to  knoAv  if  any  period  of  unconscious- 
ness occurred  in  connection  Avith  the  paralysis,  and  at  Avhat 
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stage  of  the  illness  it  supei*vened,  what  warning  was  given  of 
the  attack  by  headache,  sickness,  giddiness,  or  the  like,  what  was 
the  depth  of  the  unconsciousness  and  the  period  of  its  duration, 
whether  it  was  associated  with  convulsions,  of  what  kind  these 
were,  whether  the  unconsciousness  had  passed  away  or  still  con- 
tinued to  any  extent.  (For  observing  paralysis  in  unconscious 
states,  see  Fits:  Sudden  paralysis,  p.  194.)  We  have  often  to 
inquire,  moreover,  Avhether  the  intelligence  was  affected  before 
the  paralytic  attack,  or  during  its  onset,  or  only  since  its  estab- 
lishment. We  must  test  the  intelligence,  by  questioning  the 
patient  on  subjects  with  which  he  is  known  to  have  been 
familiar,  or  we  may  have  to  take  the  opinion  of  his  friends  on 
this  point. 

Associated  with  more  or  less  diminution  of  the  intelligence, 
and  occasionally  without  any  indication  of  weakness  in  this 
respect,  we  observe  in  some  forms  of  paralysis  an  excessive 
mobility  of  the  emotional  nature,  manifesting  itself  in  some 
patients  by  weeping,  and  in  others  by  laughing  without  any 
adequate  cause ; in  some  there  are  alternations  of  both  condi- 
tions. Irritability  of  the  temper,  and  very  great  changes  in  the 
moral  character,  not  unfrequently  date  from  paralytic  attacks. 

The  sensations  of  the  skin  are  often  affected — sometimes  im- 
paired and  sometimes  perverted.  (For  tests  of  anaesthesia,  see 
Organs  of  Sense,  p.  143 ; and  for  perverted  sensations,  see  Sub- 
jective disorders  of  same,  p.  154.)  When  sensation  is  intact 
this  should  be  mentioned.  When  an  affection  of  the  sensibility 
can  be  determined,  this  should  be  defined  as  to  its  distribution, 
and  compared  with  the  distribution  of  the  paralysis ; in  some 
regions,  as  in  the  case  of  the  abdomen,  we  are  able  to  form  a 
more  accurate  notion  of  the  level  of  a spinal  lesion  by  consider- 
ing the  range  of  the  anaesthesia  than  by  mei'ely  considering  the 
range  of  the  paralysis.  When  this  affection  is  limited  to  one 
lateral  half  of  the  body,  it  is  termed  “ hemi-ansesthesia”;  this  is 
comparatively  a rare  occurrence  in  hemijjlegia,  and  of  much 
diagnostic  importance  when  present.  Hemi-ansesthesia  may 
also  exist  without  muscular  paralysis.  (Compare  p.  146.) 
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The  limitation  of  antesthesia  to  the  area  supplied  by  a 
particular  nerve,  as  in  the  case  of  the  fifth  nerve,  is  of  gi’eat 
diagnostic  value ; this  may  concur  with  paralysis  of  the  muscles 
of  mastication  supplied  by  the  same  nerve.  Similar  combinations 
of  ansesthesia  and  paralysis,  in  the  regions  supplied  by  special 
nerves,  nerve  trunks,  or  plexuses,  may  be  seen  in  various  afiec- 
tions,  especially  in  traumatic  cases,  and,  as  already  mentioned, 
in  serious  lesions  of  the  coi’d. 

Paralysis  often  exists  to  a marked  extent  without  anaesthesia, 
or  with  little  alteration  as  regai’ds  sensation.  In  ordinaiy  hemi- 
plegia, well-marked  anaesthesia  is  rare.  Even  in  many  cases  of 
paraplegia  the  anaesthesia  is  slight.  In  infantile  jiaralysis  the 
sensation  is  almost  invariably  preserved,  and  the  same  may  be 
said  of  lead  palsy. 

Pain  and  Paralysis  are  sometimes  combined.  In  such  cases 
we  must  first  ascertain,  if  possible,  whether  the  aj^pai’ent 
paralysis  may  not  really  be  due  to  the  pain.  In  severe 
neuralgia  of  the  face,  or  of  a limb,  or  in  pain  from  diseased 
joints  and  the  like,  the  parts  cannot  be  moved  on  account  of 
the  commanding  natiu’e  of  the  pain;  in  cases  of  muscular  pain, 
as  in  a stiff  neck,  the  absence  of  motion  is  no  doubt  partly  of 
this  nature;  in  certain  forms  of  what  is  termed  “rheumatic 
paralysis,”  however,  the  inability  to  move  the  part  affected 
seems  to  be  partly  owing  to  this  pain  and  partly  to  a rheumatic 
affection  of  the  nerves  or  theii-  sheaths  impairing  their  function. 
When  the  pain  in  paralysis  is  not  of  this  character,  we  ascertain 
if  the  muscles  of  the  affected  limb  are  tender  on  pressure,  or  if 
the  pains  come  in  severe  darts  of  momentary  duration,  or,  if 
they  are  associated  with  cramps,  permanent  conti'actions,  or 
startings  of  the  limbs.  Thus  cerebral  meningitis  is  often 
associated  at  its  commencement  with  a generalised  hyperjesthesia, 
and  this  is  likewise  noticeable  in  some  cases  of  hemiplegia; 
spinal  meningitis,  by  its  attendant  pains,  may  simulate  rheuma- 
tism; lesions  of  the  cord  may  give  rise  to  pams  resembling 
sciatica  and  other  forms  of  neuralgia,  and  “electric”  or  “tooth- 
ache-like ” pains  in  the  legs  are  habitual  in  locomotor  ataxy ; 
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the  pain  at  the  beginning  of  infantile  paralysis  may  be 
such  as  to  give  rise  to  a suspicion  of  hip  joint  disease ; pains 
of  various  degrees  of  intensity  occur  likewise  in  wasting 
palsy. 

The  condition  of  the  paralysed  limbs  and  muscles  must  be 
ascertained.  Differences  in  thickness  and  in  tempemture  are 
often  found  even  in  recent  cases  of  the  atrophic  paralysis  of 
infants,  and  in  old  cases  of  vai-ious  forms  of  paralysis.  Occa- 
sionally a relative  increase  of  temperature  can  be  made  out  in 
the  paralysed  limbs  in  the  early  stage  of  hemiplegia,  but  a slight 
difference  in  the  opposite  direction  is  much  commoner  later  on. 
The  muscles  are  to  be  examined  as  to  their  bulk ; we  look  to  see 
whether  they  are  apparently  larger  (pseudo-hypertrophic  muscu- 
lar paralysis),  or  smaller  and  softer  than  natiu-al,  and  in  judging 
of  this  we  must  allow  for  the  changes  brought  about  by  disuse 
from  any  cause ; wasting  is  specially  noticeable  in  cases  of 
mechanical  injury  of  the  nerves,  in  wasting  palsy,  infantile 
pamlysis,  and  certain  other  forms  of  spinal  paralysis.  Small  frag- 
ments of  muscle  have  been  sometimes  removed  by  Duchenne’s 
emporte-piece  histologique  to  ascertain  whether  the  muscular  fibx'es 
have  undergone  fatty  degeneration,  or  have  been  replaced  by 
fibrous  tissue.  We- also  examine  the  muscles  as  to  the  power 
remaining  in  them ; the  dynamometer  is  sometimes  useful  in 
recording  the  force,  especially  as  a test  of  improvement  or  deter- 
ioration in  this  respect ; considerable  valuations  occur  with  the 
dynamometer  from  the  varying  tact  employed  by  the  patients 
in  using  it.  Grasping  the  fingers  of  the  observer,  pushing  the 
foot  against  one’s  hand,  raising  the  arm  into  certain  positions, 
and  holding  out  weights,  &c.,  may  be  mentioned  as  rough  tests  of 
the  muscular  power.  Coai-se  trials  of  mere  strength  like  these  may 
fail  to  reveal  defects  in  the  more  delicate  exercise  and  adjust- 
ment of  the  muscles  required  in  using  tools,  in  writing,  sewing, 
&c.  Unsteadiness  may  come  into  play  likewise  to  spoil  the 
muscular  movements  (see  pji.  166,  167,  and  107). 

The  electric  exploration  of  muscles  is  of  considerable  value  ; 
this  is  dealt  with  in  a special  section  (see  Electrical  Instruments, 
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Chapter  vii.).  The  so-called  muscular  sense  is  also  dealt  with 
in  another  place  (see  Chapter  v.,  p.  147). 

The  condition  of  the  muscles  as  to  pennanent  contraction, 
movements,  and  tremors  must  be  considered  in  cases  of  paralysis. 
Rigidity  of  the  paralysed  limbs  should  be  inquired  into  as  to 
whether  it  appeared  at  the  beginning  of  the  jiaralysis,  or  not 
till  some  months  or  years  afterwards  (early  and  late  rigidity). 
Early  rigidity  denotes  a lesion  giving  rise  to  irritation  of  the 
motor  eanglia,  and  is  often  associated  with  lesions  of  the 
cortical  portions  of  the  brain,  including  its  membranes,  and  with 
certaiiT  forms  of  spinal  meningitis.  Late  rigidity  depends 
probably  on  changes  induced  by  the  contraction  of  nervous  tissue 
during  the  cicatricial  process.  We  must  try  whether  we  cair 
stretch  out  the  rigid  limbs,  and  whether  this  causes  pain  ; also 
whether  any  involuntary  movements  exist  in  the  contracted 
member,  whether  the  contraction  is  associated  with  tonic  spasm 
of  the  muscles,  and  whether  this  spasm,  if  present,  ever  gives 
way  to  relaxation. 

Involuntary  movements  in  paralysed  limbs  must  be  noted 
when  present.  In  chorea  the  eri-atic  movements  are  often 
complicated  with  a certain  degree  of  paralysis.  Both  the 
movements  and  the  pai-alysis  are  usually  more  pronounced  on 
one  side  than  the  other.  Occasionally  the  chorea  is  limited  to 
one  side  (hemichorea),  and  the  paralytic  complication,  when 
present,  usually  attacks  the  side  chiefly  affected  with  the 
twitchings.  This  paralysis  generally  follows  the  chorea,  some- 
times pi'ecedes  it.  Of  a somewhat  similar  natui’e  is  the  transient 
hemiplegia  which  sometimes  follows  epileptic  attacks  (ei^ileptic 
hemiplegia). 

Unilateral  convulsions  sometimes  usher  in  a hemqjlegia; 
sometimes  such  convulsions  occur  or  recur  in  the  course  of  the 
paralysis.  Such  convulsions  may  take  place  without  loss  of 
consciousness,  and  may  be  limited  to  a paralysed  arm  or  leg. 

Paralysed  limbs  sometimes  move  involuntai’ily  in  connection 
with  automatic  actions,  particularly  the  arm  in  the  act  of 
yawning.  Movements  of  the  legs,  quite  involuntaiy,  are 
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common  in  paraplegia ; where  the  spinal  cord  is  seriously 
destroyed,  these  may  be  very  marked  and  even  violent;  they 
are  often  produced  by  very  slight  irritations  acting  in  a reflex 
mamier;  occasionally  the  exciting  cause  is  plain  enough,  as 
when  the  irritation  is  from  exposure  to  the  cold  air,  or  from 
movements  of  the  bed-clothes,  &c. ; but  sometimes  the  cause  is 
not  apparent,  being  perhaps  hidden  from  view ; the  urinary 
passages  and  the  bowels  are  no  doubt  at  times  the  seat  of  such 
hidden  irritations. 

Choreic  movements  sometimes  become  developed  in  paralysed 
limbs  in  hemiplegia  (post-hemiplegic  chorea)  ; these  difler  from 
Dr.  Hammond’s  “athetosis,”  as  in  this  latter  affection  thex’e  is 
no  history  of  pre-existing  hemiplegia,  although  a certain  loss  of 
power  may  co-exist  with  it.  A minute  fibiillary  quivering  is 
observed  sometimes  in  cases  of  muscular  atrophy,  and  is  vexy 
noticeable  in  the  tongue  and  lips  in  genex’al  pax'alysis,  delix'ixxm 
tremens,  and  some  other  aflections. 

A degx’ee  of  irregixlar  muscular  movement  or  tx’emor  is  seen 
in  certain  forms  axxd  stages  of  cerebral  and  cerebellar  disease, 
locomotor  ataxy,  and  genex'al  pax’alysis  ; some  of  these  peculiar- 
ities will  be  noticed  in  the  section  on  ixnsteadiness  in  balancing 
the  body,  and  in  walking ; sixch  complex  efibrts  bring  out  the 
deficiency  in  a marked  mannex'.  (See  p.  168.)  It  must  not 
be  forgotten  that  simple  weakness  renders  the  limbs  xxnsteady 
as  well  as  feeble,  and  vax'ioxxs  febxile  states  intensify  the  tx'em- 
bling  as  well  as  the  weakness  (delirixxm  tremens,  typhxxs,  &c.) 

SJuxking  of  the  ‘paralysed  limbs  is  not  xxncommon  in  hemi- 
plegia— tremulous  vibrations  difieiing  from  choreic  movements 
in  being  somewhat  x*hythmical  in  their  character  and  much 
more  limited  in  their  nature ; this  general  shaking  of  the  whole 
limb  resembles  that  which  occurs  after  an  unwonted  muscular 
efibrt.  We  may  have  this  shaking  developed  without  any 
preceding  hemiplegia  or  paralysis,  although  when  established  it 
amoixnts  to  a virtual  paralysis,  and  is  named  “ Paralysis 
Agitans,”  or  “ Shaking  Palsy.”  Sixch  shaking  is  often  uni- 
lateral ; sometimes  it  affects  only  one  limb ; sometimes  the 
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head  is  notably  affected  with  similar  shaking  or  nodding 
movements.  Along  with  this  shaking  we  often  observe 
emotional  disturbances,  and  sometimes  that  peculiar  gait  termed 
“ festination,”  in  which  the  patient  has  to  hurry  on  to  keep 
himself  from  tumbling  forwai’ds,  always  “ in  pursuit  of  his 
centre  of  gravity,”  as  has  been  said.  Such  affections  are 
commonest  in  the  aged,  or  those  past  middle  life ; but  a similar 
affection,  due  to  cerebral  or  spinal  sclerosis,  is  sometimes  seen 
in  young  persons.  “Nodding  convulsions,”  with  nodding, 
bending,  rotating,  or  bowing  of  the  head  or  of  the  body,  con- 
stitute a rare  disease  observed  in  young  children ; it  is  described 
also  under  the  names  of  “ Eclampsia  nutans,”  and  “ Salaam 
convulsions.” 

Somewhat  intermediate  between  chorea-like  movements  and 
shaking  palsy  are  the  tremors  seen  in  mercurial  paralysis,  and 
some  other  forms  of  metallic  poisoning.  The  occupation  of  the 
patients,  and  the  existence  of  salivation,  &c.,  assist  us  in  the 
diagnosis. 

Reflex  action  in  paralysed  limbs  accounts,  as  already  indi- 
cated, for  many  involuntary  movements  in  the  parts,  but  we 
may  have  to  produce  it  expeiimentally  by  tickling  the  soles  of 
the  feet,  and  by  similar  irritations,  avoiding  painful  impres- 
sions. Reflex  action  is  often  preserved  and  even  much  height- 
ened when  the  cord  is  seriously  destroyed  in  a limited  part 
of  its  course.  This  excessive  action  is  probably  due  to  the 
controlling  influence  of  the  brain  being  cut  off.  When  reflex 
action  is  preserved,  we  infer  the  essential  integrity  of  the  cord 
at  the  part  where  the  afferent  and  efferent  nerves  concerned  in 
the  experiment  enter  the  spinal  cord.  The  reflex  action  may 
be  perfect  although  there  is  complete  loss  of  sensation.  When 
the  reflex  action  is  preserved  the  nutrition  and  electric  condi- 
tion of  the  muscles  are  usually  but  little  impaired. 

Walking  and  Balancing  in  paralysis. — The  power  of  balancing 
the  body  varies  much  in  different  forms  of  paralysis,  and  it  is 
sometimes  very  deficient  in  cases  where  the  loss  of  muscular 
power  is  but  slight.  This  want  of  power  in  balancing  often 
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comes  out  -when  the  patient  tries  to  walk.  In  children  the 
complaint  of  inability  to  walk  is  sometimes  made  when  the  real 
defect  is  in  the  intelligence  (idiocy).  Lateness  of  walking  in 
children  often  arises  from  a general  defect  due  to  rickets, 
apart  from  any  true  paralysis.  The  manner  of  walking  must 
always  be  scrutinised  in  cases  of  paralysis.  In  hemiplegia 
the  paralysed  leg  is  often  swung  round  from  the  trunk,  and 
the  toe  of  the  paralysed  leg  may  drag  or  sci-ape  as  it  goes 
along,  so  that  it  makes  a mark,  for  example,  on  a gravel 
walk.  "When  infantile  paralysis  affects  one  of  the  lower  limbs, 
the  chief  deficiency  is  almost  invariably  below  the  knee,  and 
when  the  loss  of  power  is  not  extreme  the  foot  is  swung  round 
or  “ thrown,"  as  the  parents  say,  in  a very  characteristic  manner. 
In  paraplegia  the  feet  may  almost  be  said  to  be  trailed  along 
when  the  paralysis  is  considerable  ; when  one  leg  is  worse  than 
the  other  this  trailing  often  serves  to  distinguish  it.  In  less 
severe  cases  the  feet  and  legs  are  lifted  with  an  obvious  effort. 
"We  must  also  notice  whether  the  patient  walks  on  his  toes,  from 
spasm  or  contraction  of  the  muscles  and  tendons  of  the  calf  of 
the  leg,  or  on  the  side  of  the  foot,  from  partial  paralysis  of 
special  groups  of  muscles,  or,  more  rarely,  on  the  heel  from  a 
similar  cause.  The  huiTying  gait,  known  as  “ festination," 
already  mentioned,  may  exist  in  all  degrees  from  a slight  hurry- 
ing and  a slight  difficulty  in  stopping,  up  to  the  most  extreme 
running  and  staggering  forward  in  a way  that  is  quite  alarm- 
ing. 

Staggering  in  a most  extreme  form  is  often  found  in  disease 
of  the  cerebellum,  so  that  the  patient  in  a bad  case  cannot  make 
a few  steps  forward  without  staggering  to  the  one  side.  Similar 
deviation  to  the  one  side  is  one  of  the  symptoms  in  Meniere’s 
disease.  (See  p.  153.) 

In  locomotor  ataxy  and  in  general  paralysis  there  is  frequently 
very  marked  unsteadiness  in  walking  and  standing,  but  special 
tests  require  to  be  applied  in  some  cases  to  bring  this  out.  W e 
ask  the  patient  to  walk  along  a given  line;  the  seam  of  a carpet 
or  a plank  of  the  floor  answers  for  this  purpose.  Or  we  ask  him 
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to  put  liis  feet  together  and  to  stand  still ; or  we  ask  him  to 
stand  on  one  foot  and  then  on  the  other.  In  ordinary  paraplegia 
when  the  patient  gets  fairly  in  the  erect  position  he  can  often 
stand  very  firmly ; any  deficiency  in  this  respect  usually  arises 
from  the  knees  giving  way  from  muscular  weakness,  and  with 
care  in  adjusting  himself  such  a jierson  can  even  stand  on 
a single  foot.  In  locomotor  ataxy  this  power  is  remarkably 
diminished.  A patient  who  can  walk  fairly  is  unable  to  stand 
steadily,  he  cannot  get  a ‘grip  of  the  ground,’  he  says,  and 
requii-es  to  spread  out  his  feet  and  to  keep  a strict  watch  with 
his  eyes  on  the  ground.  This  relationship  of  the  sight  to  the 
power  of  balancing  must  be  specially  considered  in  cases  of 
suspected  ataxy.  It  comes  out  to  its  greatest  extent  when 
the  patient  puts  his  feet  close  together  and  tries  to  balance  him- 
self with  his  eyes  shut  j a good  method  of  testing,  especially 
with  the  view  ©f  tracing  any  improvement  or  deterioration,  is 
to  count  the  number  of  seconds  during  which  such  a patient  can 
thus  remain ; care  must  be  taken  to  have  assistance  at  hand, 
not  only  to  prevent  actual  accidents,  but  also  to  give  the 
patient  a feeling  of  security  in  submitting  to  the  test.  A 
further  indication  of  the  importance  of  the  eyesight  in  balanc- 
ing comes  out  in  the  event  of  the  patient  having  to  walk 
in  the  dark,  or  as  happens  in  certain  cases,  in  the  event  of 
blindness  coming  on ; we  may  also  apply  the  test  by  seeing  how 
he  can  walk  while  looking  up  towards  the  roof  instead  of  at  his 
feet.  The  least  catch  of  anything  often  assists  wonderfully  in 
steadying  the  patient  in  this  condition,  the  hand,  like  the  eye, 
coming  to  the  assistance  of  the  lower  limbs.  A fur-ther 
peculiarity  in  the  walking  of  such  patients  consists  in  the 
way  in  which  they  very  often  raise  their  feet  much  higher 
than  is  requisite,  and  stamp  them  down  with  unnecessary 
force.  All  these  peculiarities  seem  to  depend  in  part  on  the 
diminished  sensibility  of  the  skin  of  the  feet,  but  chiefly  on  a 
want  of  the  delicate  adjustments  of  the  force  in  the  various 
muscles  required  for  a particular  efibrt.  A fuiiiher  test  is  sup- 
plied by  the  act  of  turning  right  round  while  walking  back  and 
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forward.  Deficiency  in  this  respect  appears  in  many  cases  of 
general  paralysis  also. 

Various  defects  in  walking  appear  in  connection  with  other 
afiections  as  well  as  paralysis  proper.  The  most  important  of 
these  is  disease  of  the  joints  and  especially  of  the  hip  joint,  so 
that  we  have  often  to  scrutinise  the  symptoms,  measure  the 
limb,  and  test  for  localised  pain  by  pressure  and  percussion,  be- 
fore coming  to  a decision.  In  children,  pai-ticularly,  from  there 
being  often  but  little  pain,  the  distinction  between  hip  jouit  dis- 
ease and  infantile  paralysis  is  sometimes  very  difficult  to  establish, 
and  a similar  difficulty  arises  when  it  happens  that  the  pains 
in  the  early  stage  of  infantile  paralysis  resemble  those  of  hip- 
joint  disease ; the  measurement  of  the  limb,  the  examination  of 
the  joint,  the  temperature  of  the  paralysed  leg,  the  electrical 
state  of  the  muscles,  and  the  history  of  the  case  must  guide  the 
diagnosis.  Abscesses  of  various  kinds,  involving  the  psoas  and 
iliiicus,  and  some  rheumatic  affections  of  the  muscles,  may  give 
rise  to  difliculties  in  walking  bearing  some  resemblance  to  par- 
alysis. 

Difficulties  as  to  Speech  require  very  special  study  in  cases  of 
paralysis.  A patient  may  be  unable  to  speak  or  to  answer  a 
question  because  of  unconsciousness  or  impaii*ed  intelligence 
(idiocy  or  dementia  of  any  kind) ; congenital  or  other  defects  in 
the  hearing  and  in  the  vocal  organs  need  scarcely  be  mentioned. 
When  the  inability  arises  from  such  causes,  the  general  aspect 
of  the  patient  and  the  previous  history  usually  guide  us  aright. 
In  other  cases,  the  loss  of  articulate  speech  is  associated  with 
such  obvious  paralysis  of  the  tongue,  lips,  and  palate,  that  we 
can  very  safely  refer  the  loss  of  speech,  or  the  defective  utter- 
ance, to  this  cause.  In  such  cases  we  must  test  the  motor 
power  of  these  parts  in  various  w-ays.  (See  seventh,  eighth, 
and  ninth  nerves,  pp.  157-160.)  A further  assistance  is  given 
in  this  matter  by  ascertaining  which  are  the  most  imperfect 
sounds ; the  pronunciation  of  the  labials  in  particular  is  often 
afiected  from  paralysis  of  the  lips,  and  a nasal  tone  may  be 
communicated  to  the  voice  from  paralysis  of  the  palate. 
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Certain  defects  remain  which  cannot  be  explained  at  all  in  this 
way,  and  there  are  others  which  are  only  partially  intelligible 
on  such  a view.  When  for  example  a patient  cannot  speak,  or 
can  only  use  one  or  two  simple  words  to  express  himself,  and  is 
yet  able  to  repeat  lists  of  words,  or  even  sentences  dictated  to 
him,  it  becomes  clear  that  the  defect  is  not  due  to  any  want  in 
the  muscular  and  nervous  apparatus  of  the  mere  organs.  This 
is  equally  clear  in  those  cases  where  the  patient’s  difficulty 
occurs  only  or  chiefly  with  the  names  of  objects  and  persons. 
To  the  affections  of  speech  indicated  in  this  paragraph  the  term 
“Aphasia”  is  apjflied. 

Aphasia  must  be  studied  and  described  as  to  its  various 
forms.  The  patient  can  sometimes  express  himself  quite 
correctly  in  writing,  although  unable  to  speak ; _to  this  rare 
condition  the  term  “ Aphemia  ” is  now  aj^plied  by  some.  He 
appears  sometimes  to  understand  words  addressed  to  him  per- 
fectly, although  unable  to  speak,  or  at  least  to  go  beyond  a 
word  or  two.  In  other  cases  words  addressed  to  him  may 

seem  to  convey  no  meaning  at  all.  This  condition  must  be 
tested  by  asking  the  patient  to  do  certain  things,  carefully 
avoiding  any  gestures  in  making  the  request.  He  may  be 
able  to  say  certain  words  or  parts  of  sentences  while  stumbling 
at  names ; he  may  know  when  the  right  name  for  the  object 
or  person  is  supplied  to  him,  or  he  may  supply  wrong  names, 
although  conscious  that  they  are  wrong,  and  quite  clear  as  to 
what  he  really  means.  He  may  be  able  to  repeat  words  and 
short  sentences  after  they  are  dictated  to  him  although  unable 
to  originate  them ; or  to  say  parts  of  familiar  passages,  such  as 
the  Lord’s  Prayer,  especially  when  this  is  started  for  him. 
Aphasic  patients  have  usually  one  or  two  words,  especially 
‘yes’  and  ‘no’;  when  they  have  only  one  of  these  its  affirmative 
or  negative  meaning  is  expressed  by  variations  in  the  tone  or 
otherwise.  They  have  often  certain  phrases  and  expressions 
which  are  brought  out  in  a parrot-like  manner,  although  at 
times  they  are  deceptive  from  fitting  admirably  as  answers 
(e.g.  “ I cannot  tell  ”).  Exclamations  of  anger,  surprise,  &c.. 


APHASIA. 


173 


and  oaths  are  sometimes  given  utterance  to  at  odd  times  l)y 
those  quite  unable  to  speak  unless  thus  siuqjrised  into  such 
emotional  expressions.  Aphasic  patients  can  often  sing  or 
hum  tunes,  although  unable  to  use  words  or  only  to  use  a few. 
Wi-iting  is  an  important  test  to  be  applied  to  aphasic  patients. 
A few  can  express  themselves  in  writing  quite  well  although 
they  cannot  speak.  When  from  paralysis  of  the  light  arm  the 
patient  cannot  write,  moveable  letters  may  be  tried.  Various 
degi-ees  of  ability  are  seen  in  aphasia  in  this  respect,  but  any- 
thing like  perfect  use  of  writing  is  very  rare.  A strange 
medley  of  words,  or  stray  words  and  confused  combinations  of 
strokes  and  syllables,  are  often  shown  by  aphasics  with  obvious 
self-satisfaction.  Some,  however,  can  write  words  to  dictation 
who  cannot  originate  a written  sentence.  Many  can  write 
words  and  long  sentences  from  a copy  supplied  to  them.  Some 
can  copy  from  printed  characters  into  ordinary  writing ; others 
can  only  copy  as  if  by  pure  imitation.  Some  can  identify  their 
own  names  or  the  names  of  friends  in  a long  list,  whether  in 
written  or  printed  characters,  although  they  do  not  know  the 
individual  letters ; the  general  appearance  of  the  familiar  word 
probably  guides  them.  Many  aphasics  appeal-  to  read  books 
with  interest — although  probably  gaining  no  idea  from  the  pro- 
cess ; we  must  test  them  as  to  their  knowledge  of  what  they 
seem  to  be  reading.  Persistent  aphasia  may  exist  along  with 
but  little  diminution  of  high  mental  power,  but  the  intelligence 
is  usually  seriously  impaired,  even  more  than  might  appear  on  a 
preliminary  investigation. 

These  details  indicate  the  points  to  be  noted  in  connection 
with  the  study  of  the  varying  gradations  of  the  affection  in 
aphasic  patients ; such  a note  of  the  actual  state  is  better  than 
applying  mere  names  to  characterise  the  kind  of  aphasia,  as 
these  usually  imply  artificial  distinctions  and  theoretical  con- 
siderations not  fully  justified  by  the  facts.  (Aphemia,  or  ataxic 
aphasia,  loss  of  the  co-ordinating  power  implied  in  forming 
words, — writing  being  preserved  ; amnesia  or  amnesic  aphasia, 
loss  of  the  memory  of  words,  &c. ) 
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The  clinical  fact  most  frequently  associated  with  aphasia  is 
right  hemiplegia  (in  rare  cases  there  is  left  hemiplegia;  in  the 
latter  event  we  should  inquire  if  the  patient  is  left-handed). 
Unilateral  convulsions  and  other  evidences  of  cerebral  disturb- 
ance are  not  uncommon.  The  cerebral  disease  in  aphasia  is, 
perhaps,  most  frequently  due  to  embolism  of  the  left  middle 
cerebral  artery.  The  suddenness  and  extent  of  the  cerebral 
lesion  seem  to  play  an  important  part  in  determining  the  occur- 
I’ence  of  this  symptom,  as  well  as  the  actual  portion  destroyed 
(third  anterior  frontal  convolution  on  the  left  side).  When 
aphasia  exists  without  distinct  hemiplegia,  it  may  still  be  clearly 
oonnected  with  cerebral  disease.  Aphasia  occurs  sometimes  in 
chorea  in  a marked  manner,  and  much  oftener  in  a slieht  foi-m  : 
such  attacks  of  chorea  usually  present  some  degree  of  paralysis, 
and  of  slight  dementia.  Aphasia  without  any  history  of  para- 
lysis of  any  kind  is  most  commonly  observed  after  severe  ill- 
nesses, after  enteric  fever,  for  example,  in  children ; it  is  usually 
only  temporary  in  such  cases.  A certain  number  of  cases  of 
aphasia  occur  without  definite  paralysis,  although  the  presence 
of  cerebral  disease  is  rendered  almost  certain  by  the  existence  of 
other  symptoms. 

The  poioer  of  writing  is  often  affected  in  paralysis;  the 
importance  of  testing  this  has  already  been  referred  to  in  con- 
nection with  aphasia.  This  concerns  the  power  to  form  words 
and  sentences,  but  even  the  mechanical  part  of  the  handwriting 
may  afibrd  useful  indications.  In  paralysis  agitans,  in  general 
paralysis,  and  in  the  forms  of  locomotor  ataxy  affecting  the 
arms,  the  unsteadiness  is  sho^vl^  in  the  writing,  and  even  when 
one  cannot  observe  this  distinctly,  there  is  sometimes  clear  proof 
of  a departure  from  the  usual  character  of  the  writing.  This 
affection  of  the  writing  varies  considerably  at  different  times, 
and  is  apt  to  be  made  worse  by  having  the  attention  of  on- 
lookers directed  to  the  writer.  When  there  is  anaesthesia  of  the 
fingers,  or  paralysis  of  the  muscles  of  the  hand  and  thumb,  the 
writing  is  also  apt  to  be  affected. 

Diffei-ent  from  all  these  is  the  peculiar  spasm  which  seizes 
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the  fingers  in  “ writer’s  cramp”  ; when  the  patient  begins  to  use 
the  pen,  the  movements  soon  get  to  be  beyond  control,  and  the 
pen  cannot  even  be  held.  In  less  severe  forms  the  spasm  only 
appears  after  a certain  amount  of  writing  has  been  done,  and 
the  difference  in  the  character  of  the  writing  at  the  end  from 
the  beginning  can  be  readily  noticed.  When  there  is  any  form 
of  affection  of  the  writing  it  is  well  to  preserve  specimens,  con- 
taining the  date,  for  comparison  subsequently. 

Paralysis  of  the  Bladder  and  Rectum  is  an  important 
fact  in  cases  of  paraplegia,  and  always  constitutes  a grave  com- 
plication. This  paralysis  may  show  itself  either  by  want  of 
power  in  retaining  the  excretions  till  a suitable  opportunity 
occurs  (incontinence,  paralysis  of  sphincters),  or  in  a want  of 
power  in  expelling  the  contents  (constipation,  reteirtion  of  urine). 
It  does  not  occur  in  hysterical  paraplegia  in  a persistent  form, 
although  occasional  retention  of  urine  is  often  present  in  hysterical 
subjects.  This  form  of  paralysis  is,  likewise,  almost  unknown 
in  infantile  par-alysis.  But  before  considering  paralysis,  properly 
so  called,  reference  may  be  made  to  conditions  which  simulate 
paralysis  of  these  parts.  The  presence  of  coma  or  unconscious- 
ness, from  any  cause,  often  leads  to  untimely  intestinal  and 
urinary  evacuations,  quite  apart  from  any  other  defect.  Similar 
causes  may  lead  to  retention  of  the  urine;  this  is,  perhaps, 
commoner  in  the  unconsciousness  found  in  serious  febrile  de- 
rangements, and  in  nervous  lesions  giving  rise  to  paralysis  of 
the  nervous  centres.  Retention  of  urine  is  common  in  con- 
nection with  injury  of  the  parts,  and  after  operations  in  the 
neighbourhood  of  these  organs  (severe  or  instrumental  labour, 
operations  for  piles  &c.,  may  be  named  amongst  these).  Such 
retention  may  indeed  be  due  to  an  inhibitory  form  of  paralysis. 
Retention  of  the  urine  in  connection  with  stricture  or  enlarged 
prostate,  although  no  doubt  partly  due  to  nervous  spasm,  really 
arises  from  distinct  mechanical  impediments.  Di’ibbling  away 
of  the  urine  may  be  due  to  disease  of  the  bladder,  such  a,s  cystitis, 
arising  from  calculus  or  other  causes ; it  may  also  result  from 
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the  organ  having  been  habitually,  or  on  some  special  occasion, 
over-distended  so  as  to  injure  the  muscular  structures.  In- 
voluntary evacuation  of  ffeces,  apart  from  injury  of  the  parts, 
may  also  result  from  great  fluidity  and  frequency  of  the  motions, 
from  profound  debility  of  the  patient,  or  from  anaesthesia  of  the 
anal  aperture,  so  that  due  warning  is  not  transmitted.  Such 
motions  occur  also  in  idiotic  persons.  A form  of  local  paralysis 
of  the  rectum,  leading  to  retention  of  faeces,  is  found  in  cases  of 
constipation  where  the  bowel  has  been  habitually  or  enormously 
distended.  The  condition  of  irritability  or  spasm  of  the  organs 
may  lead  to  discharge  of  the  contents  beyond  the  patient’s  control. 
Dysentery,  and  other  diseases  characterised  by  tenesmus,  cys- 
titis, calculous  disease  of  the  bladder  and  kidney,  &c.,  may 
act  in  this  way,  ajmrt  from  any  pai'alysis.  (See  Disorders  of 
defaecation  and  urination.  Chapters  xi.  and  xiii.) 

Spasmodic  discharge  of  the  urine,  however,  also  occurs  in 
spinal  paralysis, — the  bladder  contracting  on  its  contents  with 
great  force,  and  without  much  warning,  and  the  patient  being 
quite  unable  to  restrain  or  delay  the  process.  A somewhat 
similar  suddenness  and  violence  of  contraction  may  also  occur 
in  the  bowel,  by  which  the  patient  is  apt  to  be  “ taken  short,” 
as  he  says.  Irregular  action  in  this  way  sometimes  occurs  in 
locomotor  ataxy  as  part,  apparently,  of  the  general  incoordin- 
ation. 

Wetting  the  bed  in  the  early  hours  of  night  is  often  complained 
of  in  the  case  of  children  (Enuresis,  Nycturia).  This  seems  also 
to  be  usually  due  to  some  form  of  spasmodic  action,  as  it  tends 
to  occur  soon  after  going  to  sleep,  and  long  before  the  bladder 
can  be  much  distended ; indeed  it  often  only  occurs  during  the 
early  hours  of  sleep,  and  not  at  all  later  on,  although  there  is 
then  much  more  distension ; during  the  day  there  is  no  urinary 
trouble  in  such  cases.  This  ailment  usually  persists  in  the 
children  affected  for  a considerable  time,  and  seems  diie  to  some 
neiwous  defect.  Wetting  the  bed  occurs  also  in  chorea.  It 
sometimes  affords  an  early  indication  of  the  occurrence  of 
epileptic  fits  happening  during  the  night.  After  enteric  fever. 
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and  perhaps  some  other  acute  illnesses,  this  defect  is  occa- 
sionally noticed  as  a passing  fact,  in  cases  where  there  had 
been  no  trouble  with  the  bladder  during  the  height  of  the 
fever.  It  occurs  especially  in  little  girls,  and  seems  part  of 
the  genex-al  weakness,  both  mental  and  physical,  often  found 
after  this  fever. 

Paralysis  of  the  bladder  may  show  itself  by  retention,  or  by 
incontmence,  or  by  spasmodic  discharge  of  urine,  in  the  same 
case ; beginning  as  retention,  incontinence  may  follow ; or 
beginning  with  an  irregular  spasmodic  action  of  the  bladder, 
retention  or  incontinence  may  supervene. 

Paralysis  of  the  bladder  is  found  in  many  cases  of  hemiplegia 
during  its  early  stage,  but  it  usually  passes  away  as  the  patient 
partially  recovers.  Sometimes,  however,  it  is  permanent,  and 
tliis  is  more  likely  to  happen  if  the  bladder  has  been  neglected 
and  allowed  to  be  OA^er-distended  during  the  period  of  xincon- 
sciousness.  Paralysis  of  the  bladder  is  very  common  as  jiart  of 
the  paralysis  due  to  spinal  lesions  in  the  lower  dorsal  or  lumbar 
regions,  and  in  such  cases  it  is  more  apt  to  be  permanent.  In 
Avhatever  way  the  urinary  affection  begins,  it  tends  to  the  form 
characterised  by  incontinence,  and  disease  of  the  bladder  itself 
(cystitis)  is  also  often  present,  produced  partly,  perhaps,  by  dis- 
tension or  by  the  use  of  instruments,  and  favoured  by  the 
alkaline  urine  often  secreted  in  spinal  paralysis. 

A reflex  paraplegia,  originating  from  disease  of  the  genito- 
uiinary  oi'gans,  is  alleged  to  occur  sometimes,  and  in  any  case 
we  should  try  to  ascertain  the  exact  sequence  of  events ; serious 
disease  of  the  bladder  occurring  distinctly  before  the  paralysis 
of  the  limbs  points  in  this  direction,  but  an  incipient  paralysis 
may  manifest  itself  by  urinary  distui’bance  as  an  early  symptom : 
sometimes,  indeed,  an  affection  of  the  bladder  remains  the  only 
evidence  of  paralysis  for  a long  time. 

Paralysis  of  the  bowels  usually  manifests  itself  chiefly  as  a 
more  or  less  obstinate  constipation ; this  can  usually  be  overcome 
by  medicines,  but  occasionally  it  is  so  extreme  as  to  suggest 
some  sei’ious  obstruction,  especially  Avhen  from  any  cause  A'omit 
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ing  supervenes.  The  paralysis  may  also  affect  the  sphincters  as 
already  mentioned. 

The  Clinical  Significance  of  Paralysis  in  the  various 
forms  in  which  it  appears  has  been  alluded  to  occasionally  in 
connection  with  special  symptoms ; the  subject  is  so  complex 
that  reference  must  be  made  to  the  text  books  under  such 
headings  as  Hemiplegia,  Paraplegia,  Diseases  of  the  Spinal 
Cord,  ifec. 

Hemiplegia  almost  invariably  implies  a cerebral  lesion ; a few 
cases  of  spinal  hemiplegia,  however,  have  been  recorded.  When 
the  face  is  involved  in  the  hemiplegia,  the  diagnosis  of  some 
cerebral  lesion  may  be  made  with  confidence,  and  the  lesion  is 
always  on  the  side  of  the  brain  opposite  to  that  on  which  the 
limbs  ai’e  paralysed.  The  causes  of  the  lesion  must  be  searched 
for : we  examine  the  state  of  the  arteries  for  indications  of 
rigidity,  of  the  cornea  for  appearances  of  the  ai’cus  senilis,  and 
of  the  heart  for  evidence  of  hypertrophy.  When  these  exist  in 
a hemiplegic  patient  not  very  much  advanced  in  years,  they 
strongly  suggest  a haemorrhagic  lesion,  and  if  the  paralysis  has 
been  complicated  by  the  occurrence  of  a fit  of  unconsciousness, 
with  lividity  and  stertor,  this  may  almost  be  regarded  as  certain. 
These  remarks  apply  whether  there  is  any  evidence  of  chronic 
disease  of  the  kidney  or  not;  but  the  existence  of  such  disease 
I'enders  a haemorrhagic  lesion  in  such  a case  even  moi’e  probable. 
When  there  is  valvular  disease  of  the  heart  (with  or  without 
evidence  of  hypertrophy),  we  must  keep  in  view  the  possibility 
of  embolism  : such  attacks  are  usually  sudden,  and  may  or  may 
not  be  attended  with  unconsciousness : embolism  is,  on  the 
whole,  commoner  in  the  middle  cei’ebral  arteiy  of  the  left  side 
than  in  any  other  part  of  the  brain,  and  this  is  a frequent  cause 
of  aphasia. 

The  cerebi’al  lesion  in  hemiplegia  may  be  of  the  nature  of 
softening ; this  may  be  a consequence  of  embolism,  but  may  also 
arise  from  other  forms  of  disease  in  the  vessels  (atheroma,  throm- 
bosis). Syphilitic  lesions  sometimes  give  warning  of  their 
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presence,  before  the  development  of  hemiplegia,  by  affections  of 
single  cranial  nerves  (third,  sixth,  and  seventh  in  particular) ; 
these  ai'e  sometimes  recovered  from,  other  nerves  again  becoming 
involved ; syphilitic  lesions  often  determine  convulsions,  occur- 
ring sometimes  in  connection  with  the  beginning  of  the  paralysis, 
sometimes  before,  and  sometimes  after  it.  Occasionally  hemi- 
plegia and  paraplegia  exist  in  the  same  subject  from  syphilitic 
lesions  affecting  both  the  brain  and  spinal  cord ; the  indications 
of  a multiple  nervous  lesion — one  not  easily  explained  by  the 
simple  growth  of  a tumour  or  the  mere  extension  of  the  diseased 
condition — should  always  suggest  syphilis.  The  existence  of 
syphilitic  nodes,  iritis,  retinitis,  &c.,  must  be  inquired  for,  and 
the  hi.story  of  priinai-y  sores  can  sometimes  be  obtained  in  clearly 
syphilitic  cases,  although  there  may  have  been  no  appearance  of 
secondary  symptoms ; in  nervous  cases  the  date  of  such  infec- 
tion is  often  very  remote.  Tumour  often  causes  paralysis  of 
special  cranial  nerves  before  hemiplegia  appears,  or  quite  apart 
from  it;  in  these  cases  the  ophthalmoscojnc  appearances  ai'e 
specially  important ; the  comparative  frequency  of  cln-onic 
tubercle  of  the  brain  and  its  membranes  miist  be  remembered  in 
the  case  of  children.  Cerebral  abscess  may  j)roduce  variable 
states  of  coma,  and  a shifting  paralysis  of  various  cranial  nerves ; 
it  is  frequently  indicated  by  the  occurrence  of  shiverings,  and 
sometimes  special  sources  of  purulent  infection  can  be  found 
(suppuration  of  the  tympanum,  from  disease  of  the  bones,  from 
scarlatinal  sore  throat,  »tc.).  Tumour  and  cerebral  abscess  are 
both  apt  to  give  rise  to  convulsions  as  well  as  to  hemiplegia. 
Hemiplegia  occasionally  complicates  pregnancy,  passing  away,  it 
may  be,  soon  after  delivery : the  urine  is  almost  always  albu- 
minous in  such  cases,  but  their  pathology  still  remains  obscure. 

Diphtheritic  Paralysis. — Paralysis  of  various  kinds,  but  espe- 
cially of  the  palate,  anus,  and  legs,  and  of  the  accommodation 
of  the  eye,  occui-s  sometimes  as  a sequela  of  diphtheria.  It  may 
be  associated  with  anesthesia.  It  seems  to  depend  on  a genei’al 
poison  rather  than  on  serious  nervous  lesions. 

Paraplegia  may  always  be  regarded  as  due  to  disease  of  the 
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spinal  cord  or  its  membranes  : even  in  tbe  case  of  “ reflex  para- 
lysis,” as  it  is  called,  from  irritation  of  the  genito-urinary  organs, 
there  is  probably  always  some  lesion  of  the  cord.  In  hysterical 
pai'alysis,  however,  which  often  assnmes  the  paraplegic  form,  we 
cannot  speak  so  definitely,  and  in  some  varieties  of  it,  where  it 
passes  away  rapidly  and  completely,  we  may  be  almost  sure  that 
no  serious  lesion  exists.  When  the  paraplegic  patient  complains 
of  great  pain  in  the  limbs,  as  well  as  in  the  back,  we  suspect  the 
membranes  to  be  afiected  (spinal  meningitis,  whether  primary  or 
secondary)  : when  reflex  action  is  abolished  and  faradic  con- 
ti-aetility  is  rapidly  lost,  we  infer  destruction  of  some  part  of  the 
cord  itself,  or  of  the  cells  in  the  anterior  cornua,  or  of  the  motor 
roots  ; when  reflex  actions  are  greatly  exaggerated,  we  infer  the 
existence  of  a limited  lesion  in  some  part  of  the  cord  (see  p.  1G8), 
As  to  etiology,  we  must  inquire  for  any  history  of  strain  as 
well  as  of  more  obvious  injuries  to  the  column ; such  accidents 
often  set  up,  in  course  of  time,  meningitis,  or  disease  of  the  cord 
itself.  Caries  of  the  vertebx’je  is  a common  cause  of  paraplegia. 
This  may  not  always  manifest  itself  by  distortion  of  the  spine, 
even  in  cases  which  have  gone  on  to  the  formation  of  psoas 
abscess.  The  influence  of  sexual  excesses,  in  married  life  as  well 
as  otherwise,  accounts  for  vai’ious  forms  of  paraplegia  proper,  as 
well  as  locomotor  ataxy.  Sexual  desire  may  be  either  dimin- 
ished or  increased  in  cases  of  disease  of  the  cord  (compare 
chapter  xiv.) ; impotence,  like  want  of  control  over  the  rectum 
and  bladder,  is  a common  result  of  paralytic  affections. 
Syphilitic  lesions  of  the  coitI  must  be  judged  of  on  the  same 
principles  as  those  of  the  brain. 

Infantile  Paralysis  is  no  doubt  essentially  a spinal  paralysis, 
the  lesion,  however,  involves  the  anterior  cornua  alone  or  chiefly  ; 
this  localisation  accounts  for  the  affection  being  almost  invariably 
purely  motor  in  character,  for  the  great  trophic  changes,  and  for 
the  limitation  of  the  paralysis  in  many  of  the  cases  to  one  leg 
only  or  one  arm.  Not  unfrequently,  indeed,  two  or  more  limbs, 
or  even  the  whole  four  limbs,  may  be  attacked  during  the  early 
period,  the  illness  being  characterised  by  pain  and  febrile  dis- 
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turbance;  but  tlie  paralysis  becomes,  as  a rule,  more  limited  and 
frequently  settles  down  to  one  limb,  or  to  one  group  of  muscles. 
The  rapid  loss  of  the  fai’adic  contractility  of  the  muscles,  and 
their  response  to  weak  currents  from  a constant  battery  for  a 
considerable  time,  are  points  of  diagnostic  value.  An  essentially 
similar  form  of  paralysis  occurs  sometimes,  but  only  rarely,  in 
the  adult  from  a similar  lesion  (Amyotrophic  paralysis). 

In  Wasting  Palsy  the  muscles  may  be  and  usually  are  affected 
bilaterally,  but  one  side  is  often  in  advance  of  the  other ; the 
muscles  of  the  thumb  and  hand,  the  muscles  of  the  feet,  and  the 
deltoids  are  amongst  those  most  frequently  affected  in  the  early 
stage,  but  nearly  every  group,  including  the  respiratory  series, 
may  ultimately  become  involved.  The  muscles  usually  respond 
to  faradic  electricity  pretty  well,  considering  their  loss  in  bulk. 

Paralysis  of  the  Extensors  of  the  forearms,  and  more  rarely 
of  the  legs,  is  frequently  found  in  lead  poisoning,  the  other 
muscles  being  intact,  and  sensation  unaffected.  Traumatic 
paralysis  from  injury  to  the  musculo-spiral  nerve  may  simulate 
this ; the  history  leaves  no  doubt  in  such  cases ; but  in  those 
forms  supposed  to  be  due  to  lying  on  the  arm  or  to  expo.suie  to 
cold  (so-called  rheumatic),  there  may  be,  in  patients  exposed  to 
lead,  a certain  difficulty.  The  immunity  of  the  supinator  longus 
in  lead  paralysis  is  important : it  is  tested  by  getting  the 
patient  to  put  his  forearm  in  a position  of  half-flexion  and  half- 
pronation, and  while  he  tries  to  retain  it  in  this  attitude,  the 
observer  proceeds  to  extend  it ; if  the  supinator  longus  be  active 
it  can  be  seen  resisting  this  extension  (Duchenne).  The  diminu- 
tion or  abolition  of  the  faradic  contractility  of  the  muscles  m 
lead  paralysis  is  an  important  ffict,  as  it  is  almost  always  pre- 
seiwed  in  rheumatic  affections  of  recent  origin.  The  presence 
of  a blue  line  on  the  gums,  the  history  of  colic,  and  the  occupa- 
tion or  sun-oundings  of  the  patient  are  points  to  be  scrutinised. 

In  unsteadiness  in  toalkingwe  must  subject  the  patients  toj;he 
tests  enumerated  in  the  section  on  this  subject  (see  pp.  168-171), 
and  we  must  direct  our  attention  to  their  po^vel  of  speakin^  dis 
tinctly,  to  the  presence  of  any  of  the  delusions  characteristic  of 
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geneml  paralysis,  and  to  any  history  of  insanity  in  the  family 
V8ee  Chapter  viii.) 

^ Affections  of  speech,  deglutition,  &c.,  are  specially  dealt  with 
in  the  sections  on  aphasia,  and  paralysis  of  the  ninth  nerve. 
(See  pp.  171-174  and  160).  For  paralysis  of  the  facial  and 
ocular  muscle.?,  see  jip.  157-159  and  120-126. 


NEURALGIA. 

N-eui-algia,  pain  in  a nerve,  requires  to  be  considered  as  to 
the  exact  nerves  or  branches  concerned  ; the  whole  of  a plexus 
o nerves,  the  brachial  or  sacral  especially,  may  be  involved. 

le  point  of  chief  importance  in  considering  neuralgia  is  to  see 
to  avoid  labelling  a pain  as  neuralgic  when  there  is  some  other 
very  definite  disease  merely  involving  the  nerve  in  a secondary 
manner.  In  neuralgia  there  is,  as  a rule,  little  or  no  fever  • 
the  pmn  follows  the  course  of  certain  nerves  in  a definite  man- 
ner ; It  IS  usually,  if  not  always,  distinctly  intermittent,  disaii- 
liearing  comifietely  at  times ; there  are  often  special  tender 
spots  corresponding  to  the  points  where  the  nerve  is  superficial 
or  passes  through  openings  in  the  bones  or  fascia;  there  is  no 
inflammation,  tumour,  or  other  disease  present  to  account  for 
the  pain ; and  further,  certain  nerves  have  a special  predisposi- 
tion to  such  painful  afiections.  The  fifth  nerve,  the  sciatic 
nerve,  the  intercostal  nerves,  and  the  brachial,  lumbar,  and 
sacral  jilexuses  are  those  commonly  involved.  Although  the 
absence  of  any  obvious  cause  for  the  pain  is  an  important  dia- 
gnostic point,  it  is  quite  possible  that  a true  neuralgia  may  be  set 
«p  by  the  irritation,  for  example,  of  a decaying  tooth,  of  a 
wounded  nerve,  of  prolonged  pressure,  of  an  irritating  scar,  &c. 
Apart  from  these,  which  may  set  up  what  seems  to  be  a ’true 
neuralgia,  Ave  may  have  pains  of  a reflex  character ; in  cases  of 
mutation  of  the  stomach,  boAvels,  ureter,  uterus,  &c.,  we  often 
have  pains  in  the  head  and  limbs,  which  disappear  Avhen  the 
irritation  passes  off.  The  iiain  caused  by  a neuroma  or  a 
neuritis  may  here  be  mentioned  ; there  is  usually  very  marked 
local  tenderness  in  such  cases. 
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In  addition  to  local  causes,  we  must  have  regard  to  the  general 
condition,  as  this  is  very  important  in  neuralgia.  Anaemia 
in  particular  is  very  often  responsible  for  this  affection,  and 
various  debilitating  agencies  likewise  lead  up  to  it.  Ague  is 
said  to  be  an  occasional  cause  of  supraorbital  neuralgia.  The 
hysterical  tendency  frequently  manifests  itself  as  a neuralgia  in 
various  parts,  sometimes  of  a fixed,  sometimes  of  a shifting 
chai*acter.  Rheumatism  may  affect  the  trunk  or  the  sheath  of  a 
nerve,  and  so  give  rise  to  a rheumatic  neuralgia.  Syphilis  may 
operate  in  a similar  way,  or  it  may  simulate  neuralgia  from  the 
effects  of  syphilitic  tumours  in  the  brain  or  spinal  cord.  Sciatica 
is  sometimes  seen  in  the  course  of  gonorrhoeal  rheumatism. 

The  gi-eatest  care  is  required  in  the  diagnosis  of  neuralgia,  as 
numerous  blunders  are  committed  in  ascribing  pains  to  neui-algia 
and  rheumatism  which  are  of  quite  a different  chai’acter. 
Lumbago,  especially  in  its  slighter  forms,  must  be  accepted  as 
merely  a provisional  diagnosis  till  the  kidneys,  the  urine,  and 
perhaps  the  uteins  have  been  examined.  Pains  in  the  front 
of  the  thigh  or  along  the  sciatic  nerve,  and  neuralgic  pains  in 
the  ax'ms  and  legs,  generally,  may  really  be  due  to  serioxis  disease 
of  the  spinal  column,  the  coi'd,  or  its  membi'anes,  or  to  abscess, 
aneurism,  and  malignant  tumoiu-s  in  the  abdomen  or  thorax ; 
intercostal  neuralgia  can  seldom  be  safely  affirmed  without  a 
cai’eful  examination  of  the  heart  and  lungs,  and  even  an  apparent 
neuralgia  of  the  fifth  nerve  may  prove  to  be  due  to  cerebral 
tumour  or  incipient  meningitis.  The  influence  of  neumlgia  on 
the  bloodvessels  and  nutrition  is  sometimes  ajxparent  in  the 
congested  state  of  the  affected  part,  in  lachrymation  and  discharge 
from  the  nose,  and  in  the  change  of  colour  produced  in  the  hair 
near  the  affected  part. 

For  some  points  in  connection  with  paralysis  and  neuralgia, 
see  p.  164;  of  anpesthesia  and  neuralgia,  see  pp.  143,  154,  163. 

FITS  OF  VARIOUS  KINDS. 

The  nature  of  the  seizures  commonly  called  “ Fits  ” vaiies  so 
much,  and  their  character  is  often  so  obscure,  especially  to  the 
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inexperienced,  that  a somewhat  more  general  view  of  such 
attacks  Avill  be  given  here  than  is  usual  in  systematic  descrip- 
tions. This  is  the  more  necessary,  as  the  student  has  frequently 
to  discover  from  the  descriptions  given  by  the  jmtient,  or  his 
friends,  the  true  nature  of  a so-called  “ fit  ” before  he  can  esti- 
mate its  significance  in  the  pi’evious  history. 

We  have  then  to  remember,  amongst  the  possibilities — Fainting 
fits ; fits  of  dyspnma,  associated,  perhaps,  with  angina  pectoris, 
or  other  forms  of  cardiac  anguish  and  thoracic  pain  (see 
Dyspnoea,  Chapter  ix.) ; fits  with  convulsive  twitchings  of  the 
face  or  limbs,  general,  unilateral,  or  local,  with  or  without  uncon- 
sciousness ; fits  associated  with  paralysis,  especially  hemiplegia, 
with  or  without  loss  of  consciousness  ; fits  with  lividity  of  the 
face,  unconsciousness,  and  stertorous  breathing  ; fits  with  simifie 
unconsciousness,  without  paralysis  or  convulsion  ; fits  without 
absolute  loss  of  consciousness,  but  with  agitation,  screaming, 
ci'yiiig)  sobbing,  laughing,  and  occasionally  with  an  approach 
to  convulsions  or  to  coma ; fits  with  j^lastic  rigidity  of  the 
limbs,  which  are  retained  in  the  positions  in  which  they  are 
placed,  usually  associated  with  some  alteration  of  the  conscious- 
ness; fits  -with  tonic  spasm  of  the  jaw,  or  of  the  muscles 
of  the  trunk  and  limbs ; fits  wdth  inversion  of  the  hands 
and  feet  as  a principal  part  of  a transient  convulsion,  or 
persisting  in  a comparatively  uncomplicated  manner  for 
hours  or  days.  In  addition  to  these,  attacks  of  giddiness, 
of  speechlessness,  of  cramp  in  the  legs,  of  laryngeal  obstruc- 
tion or  “ci’omng,”  and  many  others,  are  sometimes  spoken 
of  as  “fits,”  but  are  usually  qualified  as  to  their  nature  by 
the  patients  themselves.  Some  of  these  need  only  be  named, 
as  their  nature  becomes  apparent  when  a little  attention  is 
directed  to  them,  either  by  questioning  or  observation.  Some 
of  them,  indeed,  chiefly  demand  attention  because  of  their 
occurrence  under  peculiar  circumstances,  simulating  those  fits  of 
a nervous  nature  with  which  we  are  chiefly  concerned  here. 
Thus  a severe  attack  of  thoracic  pain  or  cardiac  anguish  mav 
lead  to  much  tossing  about,  with  inability  to  speak,  and  may 
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ultimately  induce  fainting  and  unconsciousness,  so  that  we  may 
be  led  to  think  of  some  convulsive  disorder  from  cerebi-al 
causes. 

With  regard  to  fainting  fits,  we  inquire  as  to  the  presence  of 
any  of  the  common  causes  which  induce  such  attacks,  nervous 
shocks,  arising  from  fear,  grief,  excitement,  or  pain ; the  sight  of 
blood,  the  loss  of  blood,  the  want  of  food  and  rest,  especially  with 
prolonged  anxiety;  exposure  to  the  close  atmosphere  of  crowded 
rooms;  the  existence  of  pregnancy,  &c.  Certain  persons,  more- 
o\'er,  are  known  to  be  much  more  prone  to  faint  than  others. 
In  fainting  fits  the  patient  has  usually  some  waniing  of  the 
attack,  and  the  observers  may  notice  a preliminary  pallor,  or 
sighing,  or  yawning ; even  when  these  are  not  present  in  a pi’o- 
nounced  form,  the  patient  has  often  a sense  of  swimming,  or  of 
fiiintness,  Ac.,  so  that  in  the  event  of  his  falling  he  is  to  some 
extent  saved  by  those  instinctive  movements  of  self-preservation 
which  partial  consciousness  permits ; the  element  of  suddenness 
often  seiwes  to  indicate  the  epileptic  fit,  even  when  it  is  so 
slight  as  to  be  otherwise  liable  to  misinterpi'etation.  The 
combination  of  hysterical  tendencies  in  their  less  pronounced 
fm-ms,  with  fainting  fits  or  swoons,  may  give  rise  to  considei-able 
confusion.  In  a simple  fainting  fit  the  pulse  is  feeble,  the 
respiration  quiet,  and  consciousness  abolished,  but  not  usually 
so  absolutely  as  in  cases  of  coma.  Ho  twitchings  occur  except, 
perhaps,  as  the  patient  wakes  up,  and  no  paralysis  precedes  or 
follows  the  fit. 

Convulsion  fits  are  usually  obvious  enough,  and  can  scarcely 
escape  recognition  when  the  whole  phenomena  are  before  us ; 
the  difficulties  arise  from  our  sometimes  only  seeing  the  latter 
part  of  an  attack,  or  from  the  convulsive  part  being  so  slight  as 
not  to  attract  attention.  In  epilepsy,  which  furnishes  the  type 
of  such  fits,  we  have  usually  a premonitory  sensation,  vision, 
or  internal  feeling  of  some  kind  (aura) ; a sudden  pallor  of 
the  face  ; a scream  ; complete  uncomsciousness ; a sudden  fall, 
so  that  the  patient  often  hurts  himself ; a series  of  convulsive 
movements,  affecting  the  eyes,  face,  head,  neck,  trunk,  and 
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limbs  in  the  general  convulsion;  sometimes  the  convulsion  is 
unilateral,  either  throughout  or  at  the  beginning  of  the  attack, 
sometimes  the  convulsion  is  limited  to  a single  limb,  or  to  the 
facial  muscles  on  one  side ; when  the  convulsion  is  severe  and 
general,  the  face  becomes  blue  from  the  respii’atory  muscles 
being  involved ; the  patient  frequently  foams  at  the  mouth, 
and  the  froth  is  often  bloody  from  the  tongue  having  been 
bitten  in  the  convulsive  movements  of  the  tongue  and  jaws; 
the  convulsion  consists  of  a series  of  rapid  muscular  contractions 
(clonic),  although  certain  groups  of  muscles  may  remain  for  a 
time  firmly  contracted  and  rigid  (tonic) ; the  whole  body  may 
be  wriggled  about  in  the  violence  of  the  convulsion.  After  a 
few  minutes,  in  ordinaiy  epileptic  attacks,  the  convulsions  cease, 
the  lividity  begins  to  disappear,  a period  of  deep  unconscious- 
ness with  stertorous  breathing  supervenes,  and  this  merges 
gradually  into  a quiet  sleep,  which  may  be  prolonged  for  some 
time  even  after  a short  interval  of  restored  consciousness. 
After  the  fit  the  patient  seems  well,  although  perhaps  complain- 
ing of  a headache,  and  of  a feeling  of  confusion.  There  is  no 
paralysis,  or  if  there  be  hemiplegia  it  is  usually  very  slight  and 
quite  transient  (epileptic  hemiplegia).  After  the  fit  there  is 
sometimes  great  excitement,  and  very  erratic  conduct  with  or 
without  violence,  and  there  may  be  the  execution  of  elaboi*ate 
automatic  actions  simulating  a deliberate  purpose,  although 
quite  apai-t  from  the  controlling  consciousness  of  the  individual. 

Such  are  the  features  of  the  typical  epileptic  fit  (grand  mal) ; 
when  convulsive  attacks,  from  any  cause,  approximate  to  this 
type  they  are  called  “ epileptiform  ” ; but  nearly  every  one  of 
the  individual  features  enumei’ated  may  be  absent,  or  at  least 
so  slight  as  to  escape  notice.  In  particular,  there  may  be  no 
obvious  convulsions,  a sudden  pallor  and  loss  of  consciousness 
being  all  (petit  mal).  Allied  to  this  are  the  so-called  “ inward 
fits  ” of  infants,  in  which  we  have  turning  up  of  the  eyes,  with 
apparent  unconsciousness,  and  a momentary  rigidity  in  certain 
cases.  There  may,  on  the  other  hand,  be  preservation  of 
consciousness,  along  with  unilateral  or  localised  convulsions ; 
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further,  the  convulsive  part  of  the  attack  may  be  over  before 
the  i)atient  comes  under  notice,  so  that  the  condition  obsei’ved 
resembles  simple  coma,  especially  if  there  be  no  evidence  of 
struggling,  disordered  bed-clothes,  wetting  of  the  bed,  bloody 
foam,  <fec.  The  existence  of  injury  from  a fall  occurring  in 
connection  with  a fit  rather  favours  the  idea  of  an  epileptic 
attack  or  convulsion  fit  of  some  kind,  as  unconsciousness  is 
seldom  so  suddenly  lost  in  other  fits  as  to  prevent  some  effort 
at  preservation.  In  apoplectic  attacks  convulsions  occasionally 
supervene,  and  in  hysteria  the  discrimination  of  it  from  epilepsy 
is  sometimes  impossible;  indeed  a complex  condition  of  hystero- 
epilepsy  is  recognised  by  some  (notably  of  late  by  Charcot). 

The  presence  or  absence  of  the  various  features  refen-ed  to  as 
chai’acterising  a typical  attack  must  be  noted.  If  possible,  we 
should  notice  or  ascertain  how  the  convulsion  begins,  whether 
with  rotation  of  the  head  to  the  shoulder  and  conjugate  devia- 
tion of  the  eyes,  with  nystagmus,  with  twitchings  of  the  lips, 
or  with  convulsion  of  the  fingers,  feet,  &c.  Occasionally  the 
convulsion  is  limited  to  one  side,  or  even  to  one  part ; in  such 
cases  we  must  make  sure  which  side  is  affected,  and  if  conscious- 
ness be  not  lost  we  may  learn  from  the  patient  something  of  his 
sensations  in  the  affected  part,  where  they  began  and  how  they 
extended.  In  cases  with  unilateral  convulsions  we  must  try  to 
ascertain  whether  there  was  paralysis  of  the  affected  side  before 
the  fits,  or  whether  it  appeared  after  the  convulsion,  whether 
it  was  transient  or  whether  it  persisted  for  some  time.  When 
unconsciousness  is  not  present  at  the  very  beginning  of  a fit,  it 
is  important  to  discover  the  time  at  which  it  appeared,  especially 
in  connection  with  advancing  convulsions  or  sensations  spreading 
up  the  limbs.  It  is  not  always  easy  to  be  sure  of  the  preserva- 
tion of  consciousness  in  a fit ; we  must  trust  to  the  appearance 
of  intelligence  of  the  patient  when  we  speak  to  him,  and  to  Ills 
power  of  afterwards  desci'ibing  what  happened  during  the  fit, 
who  assisted  him,  &c. 

If  the  fits  recur,  we  should  estimate  not  only  their  duration 
but  also  the  length  of  the  intervals ; we  should  likewise  notice 
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■whether  the  muscles  become  quite  relaxed  during  the  intei’mis- 
sions,  or  whether  there  remains  some  tonic  spasm ; any  appear- 
ance of  an  exciting  cause  must  be  noted  in  these  recurrences. 

In  connection  with  such  convulsion  fits  we  must  ascertain 
whether  the  patient  has  had  any  attacks  before,  and  at  what 
age  they  began ; epilepsy  in  its  ordinary  form  usually  manifests 
itself  in  childhood,  or  appears  about  puberty.  Any  history  or 
evidence  of  cerebral  disease  must  likewise  be  searched  for ; par- 
ticularly chronic  hydrocephalus,  cerebral  tumours,  abscesses,  &c. 
In  children  we  must  remember  that  various  forms  of  apparently 
slight  irritation  may  cause  convulsions;  disorders  of  the  stomach 
from  improper  food,  and  diarx’hcea  ai’e  frequent  causes  of  convul- 
sions. In  the  atrophic  and  antemic  condition  resulting  from  these 
or  similar  causes,  we  may  have  convulsions  and  other  symptoms 
simulating  to  some  extent  the  course  of  meningitis ; but  the 
history,  the  diarrhoea  and  the  collapsed  fontanelle  serve  to  guide 
the  diagnosis  of  this  spurioixs  hydrocephalus  (hydrencephaloid). 
The  irritation  of  the  gums  and  mouth  during  the  period  of 
dentition,  the  presence  of  worms  in  the  intestines,  and  in- 
deed anything  which  is  apt  to  produce  pain  and  feverishness, 
may  give  rise,  in  predisposed  subjects,  to  genei'al  convulsions. 
Children  with  rickets  and  laryngismus  stridulus  are  frequently 
subject  to  general  convulsions.  Acute  illnesses  (fevers,  inflam- 
mations of  the  lungs,  and  meningitis)  sometimes  begin,  especi- 
ally in  children,  Avith  a fit  of  this  kind,  and  whooping  cough  is 
particularly  apt  to  be  thus  complicated  in  its  course ; in  hydro- 
cephalus acutus,  convulsions  commonly  supervene  at  some 
stage  of  the  illness.  In  the  course  of  scarlatina,  convulsions 
may  be  due  to  the  supervention  of  renal  disease.  Various 
poisons  are  well  known  to  give  rise  to  convulsions.  In 
adults,  when  there  is  no  histoiy  of  typical  epilepsy,  we 
mu.st  consider  whether  the  fits  may  be  due  to  intemperance 
and  chronic  alcoholism,  or  to  syphilis  or  to  Bright’s  disease. 
A sudden  outburst  of  convulsions  may  be  the  form  in  Avhich 
patients  so  affected  may  fii’st  be  laid  aside.  Other  forms  of 
cerebral  tumour,  as  Avell  as  the  syphilitic,  may,  however,  de- 
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dare  themselves  in  this  way.  Renal  disease  may  likewise 
surprise  a patient  tlius  who  has  scarcely  ever  regarded  himself 
as  ill ; but  usually  there  has  been  some  history  of  dropsy,  of 
recent  scarlatina,  or  some  indication  of  serious  disease.  The 
urinary  examination  is  important  in  such  cases;  but  we  must 
remember  that  convulsion  fits,  from  any  cause,  are  often  associ- 
ated with  temporary  albuminuria;  the  microscopic  examination, 
by  revealing  fatty  casts  and  epithelium,  may  here  guide  us  in 
recognising  a chronic  form  of  the  disease. 

Cerebral  embolism  and  thrombosis,  certain  forms  of  apoplexy, 
and  senile  degenei’ative  changes  in  the  brain,  sometimes  reveal 
themselves  by  convulsions. 

In  women  during  pregnancy  and  the  puerperal  state  we  are 
apt  to  have  convulsions,  dependiiig  apparently  on  irritation,  from 
distension  or  otherwise,  of  the  uterus,  and  on  the  presence  of 
albumen  in  the  urine  with  all  that  this  signifies.  Otlier  forms 
of  irritation  propagated  from  the  sexual  organs  may  likewise 
be  mentioned,  as  causing  convulsions ; and  in  particular  the 
premature  or  unnatural  excitement  produced  by  masturbation  ; 
ordinary  sexual  mtercoui’se  may  determine  the  occurrence  of  a 
fit  in  those  predisposed  to  such  attacks. 

Hysterical  Fits  assume  such  a variety  of  forms  that  the 
leading  featux’es,  or  rather  the  commoner  ones,  only  can  be 
noticed.  As  a rule,  consciousness  is  not  abolished,  although 
there  may  be  changes  in  this  I’espect,  and  unconsciousness  may 
be  simulated ; occasionally,  indeed,  consciousness  may  seem  to 
be  really  suppressed.  This  test,  therefore,  although  important 
is  by  no  means  absolute ; on  the  other  hand,  the  pi'eservation  of 
consciousness  in  unusual  forms  of  epilepsy  must  also  be  remem- 
bered. The  emotional  disturbance  in  hysteria  is  perhaps  the 
most  important  feature  ; it  is  practically  confined  to  the  female 
sex;  the  rising  of  a ball  in  the  throat  (globus),  sobbing,  sighing, 
laughing,  crying,  and  even  screaming  are  quite  common.  Along 
with  these  manifestations  there  may  be  tossing  about  and  great 
agitation,  so  that  the  movements  may  bear  a superficial  resem- 
blance to  those  of  epileptic  convulsions,  but  we  can  usually 
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detect  that  they  are  to  some  extent  under  the  control  of  the 
will  if  the  patient  is  dealt  with  firmly. 

In  other  cases  the  movements  only  amount  to  a geneml 
shaking  of  the  body  or  limbs,  or  to  quivering  of  the  facial 
muscles  when  the  patient  is  doing  her  best  to  control  herself. 
Swoonings  and  brief  periods  of  simple  unconsciousness  consti- 
tute at  times  the  only  manifestations  of  hysteria. 

Tlie  determining  causes  of  such  seizures  often  supply  import- 
ant information  ; quarrels,  disappointments  in  love,  excitement, 
vexation,  &c.,  may  be  named  as  among  the  more  obvious  of 
these.  Disturbance  of  the  sexual  organs  and  functions  (dis- 
ordered menstruation,  amenorrhcea,  change  of  life,  &c.)  are 
likewise  important.  In  debility  from  long-continued  and  ex- 
hausting diseases  hysterical  tendencies  may  show  themselves 
in  patients  who  had  hitherto  been  able  to  control  such  mani- 
festations, so  that  these  attacks  may  form  one  of  the  features  of 
grave  disease  or  of  impending  death. 

Plastic  Rigidity,  as  found  in  catalepsy,  is  closely  allied  to 
hysterical  fits ; in  a slight  form  it  may,  indeed,  be  noticed 
occasionally  during  such  seizures.  In  its  most  typical  manifest- 
ations the  limbs  and  also  the  neck  and  trunk  may  be  retained 
even  in  the  most  unnatural  positions  in  which  they  are  jilaced, 
or  in  which  they  may  hajipen  to  be  when  the  fit  occurs.  The 
arms,  for  exanq)le,  ma.y  be  moulded  into  various  attitudes,  and 
I’etained  in  positions  not  easily  maintained  by  a muscular  man, 
or  the  head  may  be  bent  back  and  fixed  in  such  a position  that 
the  patient  remains  resting  on  the  back  of  her  head  with  the 
body  arched,  as  occurs  in  certain  cases  of  tetanus.  Such  a fit 
may  last  for  a considerable  time,  or  there  may  be  a succession 
of  such  fits,  with  intervals  of  a natural  condition.  In  grave 
forms  of  such  seizures  the  consciousness  is  obidously  involved, 
but  in  slighter  cases  it  is  preserved.  Like  hysteria,  catalepsy 
may  be  said  to  be  almost  confined  to  the  female  sex. 

Local  Convulsions  have  already  been  referred  to  as  some- 
times replacing  general  convulsions  in  an  epileptic  fit  (“Jack- 
sonian Epilepsy  ”),  but  the  spasms  which  afiect  the  hands  and 


CARPO-PEDAL  SPASMS— TETANY. 


191 


feet  of  children  must  be  specially  mentioned  (carpo-pedal  spasms). 
The  hands  and  feet  are  bent  in  and  slightly  flexed,  and  the 
thumbs  are  drawn  across  the  palms.  This  form  of  spasm  is 
common  in  infantile  convulsions  from  any  cause;  it  sometimes 
precedes  general  convulsions,  the  spasm  coming  or  going  fre- 
quently, or  being  px-eseiwed  continuously  for  some  time  before 
the  general  attack  comes  on.  In  more  favourable  cases  the 
nervous  affection  may  never  get  any  further  than  this  local 
spasm.  This  aflection  is  often  associated  with  a swollen 
appearance  of  the  dorsum  of  the  feet  and  hands,  arising  in 
cases  of  protracted  infantile  diarrhoea.  This  spasm  may  like- 
wise linger  between  successive  attacks  of  general  convulsions, 
or  it  may  continue  for  a considerable  time  after  a single  fit, 
without  any  repetition.  Along  Avith  this  carpo-pedal  spasm 
there  may  be  some  tonic  contraction  of  the  muscles  of  the  back 
and  of  the  nape  of  the  neck.  Consciousness  is  not  usually  lost 
in  this  condition. 

This  state  is  closely  connected  with  the  occurrence  of  general 
convulsions,  of  which  it  is  to  be  regarded  as  a Avarning ; but 
a less  serious  form  of  spasm  in  these  situations  is  described 
under  the  name  of  Tetany  ; the  thumbs  are  the  parts  most  fre- 
quently affected,  but  the  feet  may  also  be  inA’olved ; in  a more 
severe  form  the  muscles  of  the  trunk  and  of  the  jaAv  may 
become  affected,  but  the  rigidity  does  not  begin  in  this  last 
named  situation  as  in  tetanus.  The  contraction  is  not  usually 
very  painful,  but  pain  may  be  caused  if  the  attempt  be  made  to 
overcome  the  spasm.  It  usually  varies  in  intensity  from  time 
to  time,  even  Avhen  a degree  of  it  remains  persistently  for  days. 
It  has  a special  tendency  to  recur  after  intervals  of  apparently 
perfect  recovery.  Although  commonest  in  children  it  affects 
adults  occasionally,  especially  Avomen  during  lactation;  its 
frequency  appeal's  to  be  related  to  climatic  influences,  and  it 
has  been  supposed  to  be  connected  Avith  rheumatism. 

Spasms  or  Cramps  in  the  legs  are  common  in  many  pei'sons ; 
they  often  occur  suddenly  during  the  night,  Avithout  any  obA'ious 
cause,  but  their  frequent  dependence  on  gastric  disordei's,  acidity, 
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&c.,  is  quite  certain.  Such  cramps  are  very  jDainful  while  they 
last.  A more  general  form  of  the  same  thing  sometimes  pre- 
sents a resemblance  to  “Tetany”  as  just  described.  In  addition 
to  gastric  disorder,  we  must  mention  diarrhoea  and  cholera  as 
giving  rise  to  painful  cramps;  they  are  also  common  in  connec- 
tion with  childbirth.  Spasms  in  the  limbs  also  occur  as  already 
mentioned  in  connection  with  cerebral  and  spinal  disease  (see 
p,  166). 

Local  Spasms  in  the  region  of  the  face  and  neck  likewise 
demand  attention.  Such  spasms  may  be  tonic — the  contraction 
of  the  muscle  being  steady  and  sustained — or  they  may  be 
clonic  and  twitching  in  character.  Some  tonic  contraction  of 
certain  facial  muscles  is  found  at  times  in  connection  with 
severe  neuralgia ; the  person’s  face  assumes  a fixed  appearance, 
as  if  he  were  acting  a part  {histrionic  spasm).  Similar  spasms 
usually,  however,  more  limited  to  isolated  muscles,  sometimes 
remain  after  an  attack  of  facial  paralysis. 

Permanent  contraction  of  the  muscles  of  the  neck,  especially 
of  the  sterno-mastoid,  gives  rise  to  a form  of  lory-neck.  This  is, 
perhaps,  usually  congenital,  and  resembles  club-foot  so  far. 
Occasionally,  however,  it  appears  about  puberty,  or  even  later, 
especially  in  females,  and  is  generally  classified  then  as  hysterical. 
In  such  cases  it  may  persist  for  years.  Deviations  of  the  head 
may  arise  from  rheumatic  affections  of  the  muscles  of  the  neck, 
or  from  the  influence  of  cold,  giving  rise  to  the  common  form 
of  “ stiff  neck  ” of  a passing  character.  A similar  deviation 
may  result  from  painful  glandular  enlargements  in  the  neck. 
Caries  of  the  vertebrse  may  lead  to  a lurching  over  of  the 
head  to  one  side,  and  disease  of  the  occipito-atlantoid,  or 
axoidal  articulations,  usually  gives  rise  to  a very  peculiar  fixity 
of  the  muscles  of  the  neck,  which  become  afiected  in  this  way 
simply  to  preserve  the  patient  from  the  pain  due  to  the  least 
movement  of  the  head. 

Convulsive  movements  or  twitchings  of  the  muscles  of  the 
face  and  neck  arc  also  common.  Those  of  the  orhicidaris 
palpebrarum  have  already  been  laoticed  (see  Eye,  p.  129).  Con- 
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vulsive  movements  of  the  facial  muscles  on  one  side  are  some- 
times obviously  due  to  local  epileptic  seizures  {convulsive  tic). 
Such  twitchings  are  usually  not  painful,  but  they  may  be 
associated  with  some  painful  affection  of  the  fifth  nerve. 

Twitching  of  the  sterno-mastoid  on  one  side,  or  more  rarely 
of  the  trapezius,  constitutes  a most  ti’oublesome  nervous  afiection, 
which  sometimes  assumes  great  violence  and  prevents  sleep. 
These  movements  are  under  the  influence  of  the  spinal  accessory 
nerve,  as  shown  by  the  effect  (usually  temporary)  of  its  section, 
they  are  obviously  of  centric  origin,  and  depend  probably  on 
disease  at  the  root  of  this  nerve.  This  convulsive  wry-neck 
may  persist  for  years  in  a violent  form,  or  it  may  assume  a 
troublesome  severity  only  occasionally. 

Bilateral  convulsion  of  the  muscles  acting  on  the  head  is 
found  in  the  nodding  convulsions  of  children,  which  sometimes 
proceed  to  a bending  of  the  whole  trunk  (eclampsia  nutans, 
salaam  convulsions).  Such  an  affection  may  be  symptomatic 
of  cerebral  tubercle,  although  it  also  occurs  as  a more  inde- 
pendent disease  (see  also  p.  168). 

Tonic  Spasm  affecting  the  jaw  {trismus)  is  usually  the  earliest 
manifestation  of  tetanus  and  of  strychnia  poisoning,  and  so 
must  be  watched  for  during  the  administration  of  this  medicine. 
Tetanus  affects  the  muscles  of  the  back  and  abdomen  as  well  as 
the  limbs.  When  the  back  is  affected,  so  as  to  be  curved 
backwards,  the  form  is  named  “opisthotonos;”  when  the  abdo- 
minal muscles  are  so  much  involved  as  to  cause  a bending 
forward,  “ emprosthotonos  ” is  the  name  employed;  “pleuros- 
thotonos”  is  applied  to  similar  lateral  deviations.  Tetanus 
comes  under  the  notice  of  surgeons  in  connection  with  injuries, 
but  it  occurs  also  idiopathically,  sometimes  from  exposure  to 
cold  and  wet.  The  distinctions  of  tetanus  from  strychnia 
poisoning  must  be  sought  for  in  detail  in  the  text  books ; but 
the  tendency  to  remissions  and  to  exacerbations  brought  about 
by  irritations  of  various  kinds,  constitutes  one  of  the  features 
of  poisoning.  The  eai'ly  affection  of  the  jaw  in  tetanus  and 
strychnia  poisoning  forms  a marked  contrast  with  the  late 
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development  of  this  symptom  in  the  severe  forms  of  “ tetany 
already  alluded  to. 

Spasms  of  deglutition  on  attempting  to  swallow,  form  one  of 
the  features  of  hydrophobia.  Spasmodic  stricture  of  the 
oesophagus  is  rare  but  not  unknown.  Spasms  of  the  glottis  as 
they  occur  in  cases  of  pertussis,  laryngismus  stridulus,  laryngeal 
disease,  and  thoracic  tumour  are  referred  to  in  tlie  section  on 
dyspnoea,  <kc.  (Chapter  ix). 

Sudden  Paralysis  is  sometimes  spoken  of  as  a “ fit  ” or 
“ stroke.”  In  connection  with  the  occurrence  of  this  we  must 
observe,  or  try  to  ascertain,  whether  the  paralysis  came  on 
suddenly  in  its  maximum  extent,  or  in  a series  of  successive 
invasions,  or  whether  the  advance  was  marked  by  temporary  or 
partial  recoveries.  The  exact  manner  in  which  the  paralysis 
occurs  should  be  ascertained,  so  that  we  may  judge  of  the 
rapidity  of  the  attack,  and  of  the  parts  involved,  and  by  such 
inquiries  we  are  often  able  to  ascertain  the  presence  or  absence 
of  consciousness  during  the  seizure.  Tendencies  to  giddiness, 
flashes  of  light,  noises  in  the  eai's,  and  unusual  disposition  to 
sleep,  may  be  inquired  about : the  friends  of  a patient  can  often 
give  important  information  on  these  points  if  the  patient  himself 
be  unable  to  do  so.  If  there  be  unconsciousness  we  should  try 
to  ascertain  at  what  period  it  supervened,  if  it  did  not  form  the 
initial  symptom,  whether  it  obviously  deepened  or  lightened 
after  it  appeared,  whether  it  was  associated  with  stertorous 
breathing,  and  whether  the  face  was  flushed  or  livid  at  the 
beginning  of  the  fit,  or  on  the  contrary  pale  and  bloodless. 

When  a patient  is  deeply  unconscious  it  is  not  easy  to  deter- 
mine the  presence  of  paralysis : but  a certain  twist  in  the 
features,  and  a difference  at  the  angles  of  the  mouth,  often  serve 
to  reveal  a one-sided  paralysis.  On  lifting  or  moving  the  limbs 
we  may  be  able  to  discover  a distinct  diflference  in  the  flaccidity 
of  the  two  sides,  and  we  are  often  able  to  observe  that  any 
restless  movements  of  the  patient  are  confined  to  the  limbs  of 
the  one  side.  Attention  must  be  directed  in  the  further 
examination  to  the  state  of  the  heart  and  bloodvessels  (rigid 
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arteries,  hypertrophy  or  valvular  disease  of  the  heart,  &c.),  to 
the  state  of  the  kidneys,  and  to  the  previous  history  of  any 
fonuer  attacks.  The  immediately  preceding  events  are  also 
important,  exposure  to  the  sun,  the  presence  of  excitement,  the 
facts  as  to  eating  and  drinking,  <tc.  (See  section  on  Paralysis, 

p.  162.) 

Coma  has  already  been  referi'ed  to  as  a frequent  accom- 
paniment of  paralysis  and  convulsion.  Unconsciousness  like- 
wise occurs  in  simple  fainting  fits,  and  forms  one  of  the  less 
common  manifestations  of  hysterical  attacks,  and  of  the  rare 
conditions  known  as  catalepsy,  mesmeric  trance,  &c. 

But  coma  may  exist  apart  from  such  complications.  As 
explained  under  the  section  on  convulsion  and  sudden  paralysis, 
it  is  not  always  easy  to  say  whether  the  comatose  state  is  com- 
plicated by  these : indications  for  the  discrimination  are  given 
under  these  headings,  but  with  regard  to  paralysis,  we  have 
often  to  wait  till  the  coma  passes  away  before  we  can  judge ; 
with  regard  to  con\ndsions  we  may  remain  in  doubt  unless 
there  be  a repetition  of  them.  Moreover,  in  a fit,  essentially  of 
an  epileptic  character,  the  convulsive  jmrt  may  be  absent,  as 
already  remarked. 

Many  diseases  terminate  in  coma  lasting  for  some  time  befoi’e 
death,  and  coma  forms  a frequent  episode  in  febrile  diseases 
which  are  attended  with  delirium.  In  such  cases  we  have 
usually  a series  of  symptoms  leading  up  to  the  comatose  condi- 
tion, preparing  us,  as  it  were,  for  its  occurrence. 

When  occurring  suddenly,  apart  from  any  manifestations  of 
nervous  disturbance,  or  when  developed  rapidly,  even  in  the  midst 
of  nervous  symptoms,  it  calls  for  consideration  under  the  present 
section.  The  most  striking  form  of  this  sudden  coma  occurs 
in  renal  disease, — the  nervous  complication  taking  the  form  of 
uraemic  coma  instead  of  convulsion.  It  may  supervene  without 
warning,  and  after  lasting  for  a variable  period  of  hours  or  days, 
it  may  pass  off  suddenly  and  completely  without  leaving  any 
apparent  effects.  We  must  in  such  cases  test  the  urine  with 
care : it  may  be  worth  while  even  to  draw  oflf  some  with  a 
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catheter  for  the  pui-pose.  We  should  also,  if  possible,  ascertain 
to  what  extent  urine  had  been  passed  for  some  days  before  the 
fit,— -whether  it  was  deficient  in  quantity  or  quality.  We 
inquire  also  for  any  history  of  dropsy,  or  other  evidence  of  renal 
disease,  dimness  of  vision,  or  the  like.  In  renal  coma  the 
pupils  are  usually  contracted,  or  at  least  not  dilated ; and  the 
temperature  is  not  elevated  : it  may  even  be  low.  The  test  for 
ammonia  in  the  breath,  by  means  of  its  action  on  the  fumes  of 
a drop  or  two  of  strong  hydrochloric  acid  placed  on  a glass  rod, 
is  not  veiy  satisfactory : adaptations  of  Nessler’s  test  solution 
Lave  likewise  been  tried,  but  not  with  much  success. 

Very  different  in  most  respects  from  this  is  the  coma  found  at 
the  violent  onset  of  scarlet  fever,  measles,  and  some  other 
specific  fevers.  The  coma  in  such  cases  attacks  children  espe- 
cially, after  a short  period  of  delirium  and  excitement,  in  the 
midst  usually  of  pretty  high  fever.  In  such  cases  the  diagnosis 
IS  often  enveloped  in  much  obscurity,  owing  to  the  absence  or 
suppression  of  the  rash,  and  the  true  nature  of  the  attack  may 
only  appear  on  the  subsequent  occuiTence  of  some  fever  in  other 
inmates  of  the  house. 

The  whole  group  of  poisons  classed  as  narcotics  produce 
coma  or  unconsciousness.  Of  these  the  commonest  and  most 
important  is  opium.  This  may  cause  coma  in  certain  cases 
when  administered  even  in  medicinal  doses,  especially  in  renal 
disease.  Extreme  contraction  of  the  pupils  is  an  im])ortant 
indication  of  opium  poisoning,  although  found  in  other  forms 
of  coma  due  to  cerebral  disease.  Chloroform,  chloral,  and 
alcohol  must  also  be  remembered  : the  diagnosis  of  unconscious- 
ness from  alcohol  as  distinguished  from  cerebral  disease  is  often 
difficult : the  smell  of  the  breath  is  important  but  sometimes 
misleading,  as  those  who  feel  ill  may  have  resorted  to  the  use  of 
spirits  on  that  account  just  before  the  seizure. 

In  nearly  all  cerebral  diseases  coma  plays  an  important  part ; 
it  may  be  associated  with  convulsions  and  paralysis,  or  it  may 
occur  alone.  It  is  often  due  to  pressure  on  the  brain  from 
depressed  fracture  and  from  Inemorrhage,  so  that  in  traumatic 
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cases  the  coma  comes  on  after  the  injury  in  a gradual  manner. 
Or  the  pressure  may  arise  from  fluid  in  the  ventricles,  from 
meningitis,  or  from  cerebral  or  meningeal  haemorrhage. 
Tumours,  abscesses,  thrombosis,  and  other  forms  of  disease  in 
the  brain  often  give  rise  to  disturbances  manifesting  themselves 
in  coma  which  may  be  transient,  although  the  cause  may  be 
permanent. 

TWITCHING  OR  CHOREIC  MOVEMENTS. 

Twitching  or  choreic  movements  have  been  mentioned  in 
connection  wdth  paralysis,  but  they  also  occur  independently. 
The  movements  are  erratic,  and  are  specially  developed  when 
the  patient  attempts  to  perfonn  definite  actions,  such  as  using  a 
spoon, — the  limbs  refusing  to  obey  accurately  the  impulse  of 
the  will.  Even  while  sitting  quietly  twitchings  in  the  face  and 
limbs  occur,  and  these  are  aggravated  on  attention  being  directed 
to  the  patient.  Grimaces,  from  twitchings  of  the  mouth  and 
eyes,  are  the  commonest  forms  of  the  early  manifestation  of  this 
afiection.  A good  test  in  chorea  consists  in  getting  the  patient 
to  hold  out  a stethoscope  at  arm’s  length  on  the  palm  of  the 
hand,  or  to  keep  the  arms  steadily  at  the  side  while  standing  or 
walking,  or  to  keep  the  tongue  protruded  for  a little  time. 
Speech  and  even  deglutition  are  affected  in  the  more  serious 
forms.  One  side  is  often  much  more  involved  than  the  other,  and 
sometimes  is  affected  alone  (hemi-chorea).  Complications  with 
paralysis  and  weakness  of  mind  also  occur  (see  pp.  166  and  174). 

Chorea  is  common  in  children,  especially  in  girls,  but  it  also 
occurs  about  puberty,  and  during  pregnancy,  but  chiefly  in  those 
previously  afiected.  We  must  have  regard  to  the  general  state 
of  the  children,  particulai'ly  as  to  anaemia  and  constipation. 
The  disease  is  to  some  extent  hei'editary,  or  at  least  included  in 
a general  family  tendency  to  rheumatic  and  cardiac  affections, 
which  seem  to  have  some  affinity  with  chorea.  Not  imfre- 
quently  we  find  chorea  following  cardiac  disease  due  to  rheuma- 
tism, but  ocasionally  the  chorea  precedes  the  rheumatism,  and  it 
often  occurs  independently  of  it.  The  heart  must  be  examined 
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in  choreic  patients  ; systolic  bruits  are  not  uncommon,  but  many 
of  these  pass  away  and  are  not  due  to  valvular  disease.  Scar- 
latina has  also  a tendency  to  develop  chorea.  Many  facts 
point  to  the  pathological  connection  of  chorea  with  cerebral 
embolism  and  thrombosis.  The  determining  cause  is  often  sup- 
posed to  be  some  fright,  but  this  has  probably  been  much 
exaggerated  by  the  public.  When  high  fever  exists  with 
chorea  the  case  assumes  a more  serious  aspect : sometimes  the 
pyrexia  is  due  to  rheumatic  complications.  Local  forms  of 
chorea  are  usually  associated  with  paralysis,  and  seem  to  belong 
to  a different  form  of  disease  (see  Local  Spasms,  pp.  192,  193). 

DELIEIUM. 

Delirium  is  always  a sign  of  nervous  disturbance,  but  it  may 
aiise  merely  from  a general  affection  of  the  whole  economy 
operating  on  the  nervous  system.  In  high  fever,  from  any 
cause,  and  in  long  protracted  febrile  states  with  much  debility, 
delirium  is  extremely  common,  so  that  a certain  disturbance  of 
this  kind  is  habitual  just  before  the  fatal  termination  of  an  ill- 
ness. The  slighter  foiTus  of  febrile  delii’ium  show  themselves 
just  as  the  patient  is  half  asleep,  or  before  he  is  properly  awake ^ 
the  talking  as  if  in  sleep  is  continued  probably  in  connection 
with  the  previous  dreams,  even  when  the  patient  awakes  so  as 
to  speak  to  or  answer  the  attendants.  In  the  slighter  forms  of 
this  “Meandering”  or  “wavering,”  the  patient  catches  himself 
up  very  quickly,  and  knows  that  he  has  introduced  the  con- 
fusion of  his  dreams  into  his  conversation.  In  deeper  forms  of 
delirium  the  patient  fails  to  recognise  any  error,  and  may  go  on 
speaking,  or  contending,  or  struggling  with  the  attendants,  as 
if  they  were  the  enemies  conjured  up  in  his  dreams.  Although 
the  patient  fails  to  recognise  those  ai’ound,  a certain  recognition 
may  remain,  and  may  suggest  resemblances  or  reminiscences 
from  an  association  of  ideas  which  we  can  sometimes  trace.  In 
yet  deeper  forms  of  delirium  the  external  world  is  less  recog- 
nised, and  the  patient  shouts,  screams,  or  sings,  quite  irresi>ec- 
tive  of  what  the  attendants  do  or  say.  In  these  two  last  forms 
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the  patient  has  often  a tendency  to  rise  up  and  get  out  of  bed, 
probably  with  the  notion  of  escaping  from  something  disagi-ee- 
able.  Another  form  of  delirium  is  characterised  by  low  mut- 
tering, or  by  the  movement  of  the  lips  without  much  sound, 
varied  at  times  by  a few  louder  words,  but  without,  as  a rule, 
any  great  excitement  or  disturbance.  Picking  at  the  bed- 
clothes, drawing  out  imaginary  threads,  and  weaving  motions 
with  the  arms  are  not  uncommon  in  this  state.  (Compare  p.  25.) 

All  these  forms  of  delirium  are  common  in  the  specific  fevers 
and  in  severe  inflammations,  very  specially  in  typhus  fever  and 
severe  scarlatina,  in  inflammation  of  the  lungs,  and  in  men- 
ingitis. The  influence  of  intemperate  habits,  or  of  the  habitual 
use  of  stimulants,  is  very  potent  in  causing  or  increasing  the 
delirium  of  fevers  and  inflammations,  and  a mobile  nervous 
system  or  great  mental  activity  likewise  tends  in  the  same 
direction.  Some  of  these  forms  of  delirium  are  found  in  vari- 
ous forms  of  injury  to  the  skull  and  disease  of  the  brain,  in 
intoxication  from  alcohol  and  chloroform,  and  in  the  poisoned 
state  of  the  system  known  as  uraemia. 

Delirium  differing  considerably  from  the  foregoing  is  common 
in  delirium  tremens.  In  this  disease  the  patient  is  affected 
with  delusions  and  illusions,  and  is  often  very  suspicious.  He 
is  usually  full  of  business  of  some  kind  in  his  delirium,  driving 
horses,  hurrying  off  to  the  station,  &c.,  and  seems  to  see  various 
objects  distinctly,  to  which  he  calls  attention ; he  addresses 
strangers  as  well-known  friends,  with  whom  he  has  had  appoint- 
ments, and  gives  long  accounts  of  cii’cumstances  and  trans- 
actions which  are  essentially  imaginary,  although  mixed  up 
with  actual  facts  and  correct  names.  Sleeplessness  and  trem- 
bling are  usually  present.  The  illusions  produced  by  certain 
medicines,  especially  hyoscyamus,  may  be  mentioned  here. 

When  delirium  is  mixed  up  w'ith  unmanageable  conduct  and 
violence,  we  speak  of  it  as  Mania,  or  maniacal  deliiium.  It 
may  be  merely  an  exaggeration  of  the  deliiium  already  described 
as  symptomatic  of  fevers  or  of  inflammations,  »kc.,  but  it  may 
arise  apart  from  these  as  one  of  the  forms  of  insanity.  It 
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appears  likewise,  occasionally,  after  epileptic  fits,  or  even  in 
cases  essentially  of  this  nature,  in  which  no  proper  fit  is 
observed  (Epileptic  Mania).  Mania  likewise  appears  after 
child-birth  in  various  forms  (Puerperal  Mania),  sometimes  with 
its  usual  violence,  but  oftener  perhaps  in  the  form  of  melan- 
cholia ; but  even  then  there  is  a tendency  to  deeds  of  violenee, 
not  only  as  regards  the  patient  herself,  but  more  especially  as 
regards  her  infant.  In  its  further  progress  this  is  apt  to  tend 
to  dementia.  (Compare  the  sections  on  Epileptic,  Puerperal 
and  other  forms  of  Mania,  &c.,  in  Chapter  viii.) 

VERTIGO. 

Vertigo,  or  giddiness,  and  a sense  of  swimming,  or  of  un- 
dulating motion,  must  be  considered  as  to  whether  the  sensa- 
tion is  felt  by  the  person  within  himself,  or  whether  external 
objects  only  seem  to  whirl  or  move.  We  may  try  the  effect 
of  closing  the  eyes  as  a test  of  this.  Doth  forms  may  occur 
separately,  or  they  may  be  combined.  A further  point  of  dis- 
tinction is  whether  the  pei’son  is  perfectly  conscious  of  the  falla- 
cious character  of  his  sensations,  preserving  his  power  of  reasoning 
coiiectly,  or  whether  with  the  vertigo  his  whole  mind  becomes 
confused.  The  usual  eharacter  of  the  motions  exj^erienced  is 
that  of  whirling  round  either  slowly  or  quickly ; but  sometimes 
the  movements  seem  even  more  strange,  articles  appearing  to 
be  piled  up  on  the  top  of  each  other,  or  even  turned  upside 
down.  In  slighter  forms  there  is  only  the  sense  of  heaving  up 
and  down,  as  if  on  board  ship,  or  on  a suspension  bridge  which 
sways  under  our  feet. 

This  symptom  appears  not  unfrequently  in  connection  with 
slight  derangements  of  the  stomach  and  liver,  and  may  be 
associated  with  other  evidence  of  digestive  disorders.  It  may 
thus  appear  after  alcoholic  excesses  as  well  as  durincr  the  sta^e 
of  intoxication.  The  use  of  tobacco  by  those  unaccustomed  to 
it,  or  habitual  excess  in  others,  may  likewise  occasion  vertigo. 
Nervous  excitement  in  many  forms,  anger,  fear,  and  the  pre- 
sence of  unaccustouied  suiioundin^s,  give  rise  to  sensations  of 
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this  kind,  when,  as  we  say,  the  person  does  not  know  “whether 
he  is  on  his  head  or  his  feet.” 

A form  oi  Stomachal  Vertigo,  of  gi-eat  suddenness  and  severity, 
may  be  recognised  in  certain  cases  where  there  is  not  much 
evidence  of  gastric  disorder,  the  name  being  derived  from  the 
obvious  effect  of  treatment  directed  to  this  organ,  especially  by 
the  use  of  alkalies,  tonics,  and  nourishing  diet.  The  vertigo  in 
such  cases  is  often  very  violent,  rendering  progression  quite 
impossible,  and  not  prevented  by  closure  of  the  eyes.  With 
this  there  may  be  associated  the  idea  of  a yawning  abyss  at 
the  feet,  but  the  patient  is  usually  able  to  argue  correctly  as  to 
these  illusions.  Persons  who  have  had  such  attacks  are  liable 
to  their  repetition.  {Vertigo  a stomacho  laiso.  Trousseau.) 

Vertiffo,  associated  with  deafness  or  noises  in  the  ears,  forms 
a leading  feature  of  Meni^e's  disease,  arising  from  diseases  of 
the  labyrinth  or  semi-circular  canals.  (See  Ear,  p.  153.) 

Vertigo  from  cerebral  congestion,  or  in  connection  mth  an 
impending  apoplectic  attack,  usually  appears  with  pain  in  the 
head,  sickness  or  nausea,  and  other  cerebral  symptoms.  Such 
vertigo  may  be  rendered  worse  by  a full  meal,  or  by  dyspeptic 
disorders,  so  that  we  must  not  at  once  set  do^vn  this  symptom 
to  the  stomach  on  that  account.  In  a person  over  fifty  affected 
with  vertigo,  especially  if  somewhat  persistent,  although  not 
very  violent,  we  must  be  on  our  guard  against  apoplectic  attacks, 
particularly  if  numbness  in  one  side,  or  other  indications  of 
bi-ain  disease,  are  likewise  present.  Attacks  of  vertigo  in  an 
extreme  form  are  often  'present  in  cases  of  cerebral  tumour. 
Vertigo  likewise  constitiites  a “warning”  in  some  cases  of  epi- 
lepsy, or  may  be  the  chief  part  of  an  attack  of  the  “petit  mal.” 

Disturbance  of  the  cerebral  circulation,  indeed,  is  probably 
the  common  cause  of  vertigo,  even  when  this  is  brought  about  by 
reflex  initation  from  the  stomach.  Such  disturbances  may  also 
arise  in  feeble  persons,  or  after  fevers,  «kc.,  on  suddenly  raising 
the  head.  A certain  approach  to  this  vertigo  is  common  on 
getting  up  for  the  first  time  after  long  confinement  to  the 
recumbent  posture,  or  on  going  out  to  the  street.  Vertigo  is 
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likewise  a common  incident  in  cases  of  loss  of  blood  and  in 
profuse  diarrhoea,  or  it  may  appear  after  these,  in  the  event  of 
the  patient  rising  or  sitting  up.  Occasionally  vertigo  results 
from  an  apparently  opposite  cause, — the  stopping  of  habitual 
discharges. 

Allied  to  vertigo  from  the  sudden  anaemia  due  to  haemorrhage, 
is  the  giddiness  observed  from  more  chronic  deteriorating  causes, 
overwork,  deficient  food,  prolonged  lactation,  menorrhagia, 
leucorrhoea,  &c. 

The  onset  of  the  specific  fevers  and  acute  inflammations  is 
often  characterised  by  vertigo,  and  the  state  of  the  system 
known  as  uraemia  may  likewise  give  rise  to  this  symptom. 

A form  of  vertigo  which  is  liable  to  be  misinterpreted  is  that 
which  is  due  to  weakness  or  paresis  of  the  ocular  muscles, 
occurring  especially  in  persons  with  an  abnormal  state  of  the 
refraction  of  their  eyes.  Such  paresis,  which  may  not  give  rise 
to  any  obvious  squint,  is  apt  to  produce  some  apparent  devia- 
tion of  the  objects  looked  at,  and  gives  rise  to  erroneous  im- 
pressions from  the  unusual  force  exercised  in  adjusting  the  eyes. 
Vertigo  due  to  such  causes  ceases  when  the  eyes  are  closed. 
(See  p.  148.) 


SLEEP. 

Various  disorders  in  the  patient’s  sleej)  must  be  inquired  for 
and  noted  when  present.  There  may  be  sleeplessness,  or  undue 
tendency  to  sleep,  or  the  sleep  obtained  may  be  disturbed  or 
troubled. 

Sleeplessness  may  be  due  to  accidental  disturbances,  such  as 
change  of  residence  and  unusual  surroundings,  or  removal  to 
hospital,  and  the  like.  Again,  it  may  be  due  to  anxiety  or 
imnatural  excitement  and  activity  of  the  mind  before  with- 
drawing to  rest,  and  many  other  similar  disturbances ; these 
operate  much  more  powerfully  on  some  people  than  others. 
Pain  is  a fruitful  cause  of  want  of  sleep ; this  pain  may  be  con- 
nected with  the  disease  under  which  a patient  labours,  or  it 
may  be,  as  it  were,  accidental, — from  an  attack  of  toothache,  <tc. 
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Dyspnoea  and  orthopnoea  may  interfere  with  sleep,  owing  to  the 
inability  of  the  patient  to  lie  down  or  to  keep  in  one  position. 
Patients  with  serious  cardiac  and  renal  disease  affected  in  this 
way  can  only  obtain  brief  snatches  of  sleep,  and  may  be  seen 
nodding  off  continually  into  momentary  slumbers,  as  they  sit  up 
or  lean  their  heads  forward  : it  may  be  added  of  some  of  these 
patients  that  as  they  are  never  properly  asleep,  so  they  are 
seldom  thoroughly  awake. 

Highly  febrile  states  are  usually  adverae  to  natural  sleep : 
this  ai-ises  partly  from  the  attendant  restlessness  and  irritability 
which,  instead  of  getting  less  with  the  approach  of  night,  tend 
rather  to  increase  ; the  presence  of  sweating,  and  the  discomfort 
associated  with  it  when  profuse,  are  apt  to  aggravate  such  a 
condition.  In  these  cases  the  patient,  worn  out  with  restless 
tossing  about  during  the  night,  may  obtain  some  sleep  about  four 
or  five  in  the  morning,  as  the  daily  remission  of  the  fever 
becomes  established. 

Acute  mania  is  often  preceded  by  a period  of  sleeplessness, 
which  leads  up  to  it  and  may  seem  to  determine  its  occurrence. 
High  fever  and  delirium  combined  are  very  adverse  to  sleep, 
and  may  prevent  any  sleep  for  many  successive  days  and  nights. 
The  diseases  in  which  it  is  most  marked  ai*e  pneumonia,  typhus, 
and  delirium  tremens,  but  it  occurs  in  a multitude  of  other 
diseases.  Patients  who  are  intemperate  in  the  use  of 
stimulants,  and  those  also  whose  minds  are  usually  very 
actively  employed  either  from  their  natural  disposition  or 
from  the  character  of  their  occupations,  are  apt  to  suffer 
most  in  this  respect. 

Sleeplessness  is  often  an  early  indication  of  an  impending 
attack  of  delirium  tremens  and  one  of  the  most  pereistent 
symptoms  during  its  continuance.  Chronic  sleeplessness  may 
sometimes  be  attributed  to  the  abuse  of  alcohol ; in  such  cases 
the  person  may  sleep  in  the  early  part  of  the  night,  remaining 
awake  after  two  or  three  in  the  morning.  The  habitual  use  of 
opium,  of  chloroform  inhalations,  and  of  chloi’al,  begun  perhaps 
to  procure  rest,  is  very  often  responsible  for  the  persistence  of 
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an  aggravated  form  of  sleeplessness  which  large  doses  of  these 
drugs  may  be  quite  unable  to  overcome. 

A somewhat  similar  form  of  sleeplessness,  however,  may  be 
found  in  hysterical  patients  and  others  troubled  with  “ nervous- 
ness ” in  various  forms  quite  apart  from  the  use  of  such 
drugs. 

Disturbance  of  the  sleep  by  a rapid  succession  of  ideas,  or  by 
a whirl  of  incongruous  or  disagreeable  visions,  is  frequent  in  the 
slighter  forms  of  delu-ium,  and  it  also  occurs  sometimes  in  those 
whose  brains  are  overtaxed.  Such  sleep  may  leave  the  person 
with  a feeling  as  if  he  had  been  more  busily  employed  than 
while  awake,  and  does  not  afford  any  sense  of  rest.  Effects 
of  this  kind  are  sometimes  produced  by  medicinal  doses  of  opium 
and  other  sedatives,  especially  when  administered  in  unsuitable 
cases  or  in  too  small  doses.  Dreams  of  terror  which  overtake  the 
patient  Avhenever  he  goes  off  to  sleep,  and  from  which  he  awakes 
bathed  in  cold  sweat,  are  common  in  deep-seated  suppurations, 
disease  of  the  bones,  and  other  serious  affections  associated  with 
hectic  fever.  These  dreams  are  sometimes  so  terrible  that  the 
patient  struggles  against  the  approach  of  sleep.  Less  alarming 
or  at  least  less  persistent  forms  of  this  trouble  are  found  in 
“ night  mare,”  produced  usually  by  an  undigested  meal  taken 
shortly  before  sleeping.  Slighter  forms  of  this  disturbed  rest 
are  very  common  in  various  dyspeptic  disorders,  and  also  in 
functional  derangements  of  the  liver. 

The  “ night  terrors  ” which  cause  children  to  waken  up  and 
scream  in  a scared  manner,  quite  unconscious  apparently  of  the 
presence  of  then-  parents  or  attendants,  depend  probably  on  the 
vividness  of  their  dreams,  which  are  not  dispelled  by  the  sight 
of  well-known  faces. 

Somnambulism  or  Night  Walking,  in  its  milder  forms,  is  not 
uncommon  in  childi’en  as  a very  occasional  event,  but  it  con- 
tinues to  occur  frequently  in  some  even  till  adult  life  is 
reached  : it  is  commoner  in  females  than  in  males,  and  indicates 
a sensitive  or  overwrought  nervous  system. 

Undue  tendency  to  sleep  is  sometimes  met  with,  especially  in 
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children,  as  an  early  indication  of  the  action  of  the  specific  fevers, 
scarlatina  and  enteric  fever  in  particular.  It  is  an  impoi*tant 
symptom  in  various  head  afiections,  in  the  later  stage  of  menin- 
gitis for  example,  and  in  other  forms  of  disease  characterised  by 
pressure  on  the  brain.  In  adults  with  a tendency  to  apoplectic 
attacks,  undue  sleepiness  and  an  invincible  disposition  to  go  to 
sleep,  esjjecially  after  meals,  supply  important  warnings  of  an 
impending  attack. 

Great  tendency  to  sleep  is  likewise  a feature  to  be  watched 
for  carefully  in  renal  disease,  as  it  frequently  indicates  the  ap- 
proach of  ursemic  poisoning,  and  may  be  the  precursor  of 
convulsions  or  other  serious  accidents  : in  this  condition  small 
doses  of  opium  may  produce  alarming  or  even  fatal  effects. 

A certain  tendency  to  undue  sleepiness  occui-s  in  some  cases 
of  ansemia,  from  various  causes ; a form  of  this,  occurring  in 
children,  sometimes  simulates  hydrocephalus  (spurious  hydro- 
cephalus, hydrencephaloid).  This  form  of  disease  is  usually 
associated  with  diarrhoea ; convulsions  may  supervene  and  per- 
plex the  diagnosis  even  more.  The  flattened  fontanelle,  the 
previous  dian’hcea,  and  the  pallid  complexion  are  important 
points  in  the  recognition  of  this  condition. 

HEADACHE. 

In  studying  cases  of  headache  we  must  try  to  separate  all 
merely  superficial  pains,  such  as  the  various  forms  of  neuralgia 
and  toothache,  and  also  the  pains  due  to  rheumatic  aflfections  of 
the  face  or  head,  and  syphilitic  periostitis,  or  afiections  of  the 
bones.  Sources  of  pain  of  a deep-seated  character  also  exist  in 
inflammation  of  the  jaw,  or  of  the  roots  of  the  teeth,  and  in  inflam- 
mations of  the  tympanum,  of  the  iris,  of  the  eyeball,  orbit,  Ac.  In 
the  case  of  those  able  to  express  their  sensations  we  are  usually 
guided  aright  by  their  description  of  the  locality  of  the  pain, 
and  by  applying  the  test  of  pressure;  but  when  we  have  not  this 
assistance  we  are  often  at  a loss  in  cases  of  this  kind. 

Apart  from  these  various  pains,  true  headache  is  found  in 
the  early  stage  of  many  fevers  and  serious  inflammations : when 
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delirium  comes  on,  the  headache  disappears.  Headaches  also 
occur  very  frequently  in  cases  of  digestive  disorder,  in  various 
nervous  affections,  especially  in  hemicrania  or  “ sick  headache,” 
in  inflammations,  tumours,  haemorrhages,  and  other  serious 
lesions  of  the  brain  and  its  membranes ; headache  like^vise 
occurs  from  overwork  and  prolonged  mental  strain,  or  other 
undue  taxing  of  the  brain  under  unfavourable  conditions  (as  in 
the  case  of  children  over- weighted  with  studies  in  close  school- 
rooms), in  the  poisoned  state  of  the  system  known  as  uraemia, 
and  in  anaemia  from  prolonged  suckling,  leucoi-rhoea,  or  other 
exhausting  disorders.  The  effect  of  strain  on  the  eyes,  from 
errors  in  their  refraction,  must  likewise  be  remembered  as  a 
fruitful  and  potent  cause  of  headache  (see  p.  149). 

In  the  investigation  of  headache  the  px-esence  or  absence  of 
pyrexia  is  most  important ; when  this  is  ascertained  to  be  really 
absent  by  means  of  careful  and  repeated  thermometi-ical  obser- 
vations we  may  sepai-ate  at  once  the  group  of  the  fevers  and 
many  of  the  internal  inflammations.  The  association  of  headache 
with  sickness  and  vomiting  is  very  frequently  observed  in  the 
most  diverse  forms  of  the  aflfection,  but  a good  deal  of  informa- 
tion may  be  obtained  by  a careful  scrutiny  of  the  exact  connec- 
tion between  the  two;  in  particulai',  the  state  of  the  tongue,  the 
co-existence  of  nausea  with  the  vomiting,  and  the  occurrence  of 
vomiting  without  appai-ent  cause,  must  be  taken  into  considei'a- 
tion.  (See  Disorders  of  the  Digestive  System,  Chapter  xi.) 

The  situation  of  the  headache  on  the  one  side,  or  in  fx’ont,  or 
behind  is  likewise  of  diagnostic  value  in  some  cases,  and  the 
distui'bance  of  the  oi’gans  of  sense,  or  the  pai-alysis  of  certain 
cranial  nerves  may  thx'ow  light  on  the  nature  and  site  of  the 
lesion.  The  existence  of  vertigo,  of  noises  in  the  ears,  and 
flashes  of  light,  must  likewise  be  considered.  The  occuri*ence  of 
disoi’dei’s  in  the  cerebral  functions,  of  delirium,  excitement, 
insensibility,  with  or  without  pai’alysis  or  convulsions,  frequently 
points  to  certain  forms  of  cei’ebral  disease.  Headache  associated 
with  some  of  these  symptoms  often  occurs  in  renal  disease : 
indeed,  headache  may  form  the  first  indication  of  impending 
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nervous  disturbance  in  these  affections ; this  may  or  may  not  be 
associated  with  a notable  diminution  in  the  secretion  of  the  urine. 

PAIN  IN  THE  BACK. 

This  symptom,  like  headache,  occurs  at  the  beginning  of 
many  of  the  specific  fevers  and  some  of  the  acute  inflamma- 
tions. It  is  very  specially  prominent  in  the  case  of  small-pox. 
In  rheumatic  affections  pain  in  the  back  is  sometimes  a very 
marked  feature  of  the  complaint,  but  the  other  joints  also  usually 
show  some  indication  of  pain  and  swelling.  In  disease  of  the 
spinal  cord,  and  more  especially  in  spinal  meningitis,  there  is 
often  pain  in  the  back,  although  it  may  radiate  in  vai’ious 
directions.  Pressure  over  the  various  vertebrae,  and  the  effect 
of  heat  and  cold  to  the  spine,  should  be  tried  in  such  cases. 
The  sense  of  constriction,  as  if  by  a cord,  is  likewise  common 
in  spinal  diseases.  (See  p.  155.) 

Pain  in  the  lumbar  region  is  often  designated  “ Lumbago 
such  an  affection  may  be  rheumatic,  gouty,  or  neuralgic.  Many 
cases,  however,  carelessly  set  down  as  lumbago,  are  often  due 
to  much  more  serious  ailments,  especially  to  disease  of  the 
kidney,  renal  calculus,  (tc.  Affections  of  the  bladder  also  some- 
times give  rise  to  pain  in  this  situation.  Pain  in  the  lumbar 
and  sacral  region  is  a very  common  feature  in  inflammations, 
flexions,  and  various  affections  of  the  womb,  or  other  disorders  of 
the  female  organs.  (See  Chapter  xv.) 

Disease  of  the  bones  of  the  spine  (with  or  without  incipient 
abscess)  and  aneurism  of  the  aorta  ai’e  frequent  sources  of  severe 
and  intractable  pain  of  a most  puzzling  character,  as  the  pain 
may  exist  for  a long  time  before  definite  evidence  of  their  pre- 
sence can  be  ascertained.  Careful  search,  however,  should  be 
made  for  indications  of  these  diseases,  and  the  possibility  of 
their  presence  must  be  remembered  in  obsciu’e  cases. 
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CHAPTER  VII. 

THE  USE  OF  ELECTRICAL  INSTRUMENTS.  i 

JgLECTRICAL  instruments  are  useful  in  diagnosis,  pro- 
gnosis, and  treatment.  The  varieties  of  batteries  and  of 
galvanic  elements  employed  are  very  numerous, 2 but  two  forms 
of  instruments,  differing  essentially  in  respect  of  the  kind  of 
electricity  they  furnish,  must  be  clearly  recognised. 

I.  The  Galvanic  current  is  obtained  from  a galvanic  batterv 
or  voltaic  pile,  consisting  of  a series  of  plates  or  cylinders 

1 In  addition  to  the  works  on  nervous  diseases  referred  to  in  the  two  last 
chapters,  the  following  writers  may  be  referred  to  specially  :-Althaus 
Tibbits,  Poore,  Duchenne,  and  Meyer.  Dr.  M'Call  Anderson’s  “Clinical 
Lectures  may  be  consulted  regarding  the  galvano-puncture  of  aneurism. 

s Names  of  the  Principal  Elements  used  in  medical  batteries.  Bumen’s- 
charcoal  and  zinc  plates,  with  water  or  dilute  sulphuric  acid  in  contact  with 
the  zinc,  and  this  separated  by  a porous  cylinder'from  strong  nitric  acid  which 
surrounds  the  charcoal.  Stohrer’s  modification  of  Bunsen’s  .-—chromic  acid  is 
introduced  within  the  charcoal  cylinder,  and  only  one  fluid  -dilute  sulphuric 
acid— IS  used.  Stohrer’s  portable  continuous  current  battery  consists  of  char- 
coal and  zinc  plates  in  narrow  glasses  with  dilute  sulphuric  acid.  DanielVs : 
copper  and  zinc  plates  with  two  fluids,  sep.arated  by  a porous  earthenware 
cylinder;  a saturated  solution  of  sulphate  of  copper  in  dilute  sulphuric  acid 
being  in  contact  with  the  copper  plate,  and  water  or  dilute  sulphuric  acid 
vdth  the  zinc.  Smees:  platinised  silver  plates  and  zinc  plates,  excited  by 
dilute  sulphuric  acid.  Grove's : platinum  and  zinc  plates,  with  strong  nitric 
acid,  as  described  in  Bunsen’s,  in  contact  with  the  platinum,  and  separated 
by  porous  earthenware.  LeclancM  : charcoal  with  peroxide  of  manganese  in 
a porous  cell  introduced  with  a rod  of  zinc  into  a solution  of  chloride  of  am- 
monium. Becker- Muirhead  and  Siemens  and  Halske  elements  are  modifica- 
tions of  Daniell’s. 
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modified  in  various  ways.  Each  “element”  in  the  battery 
consists  of  “ a pair,”  composed  of  dissimilar  materials,  and  these 
are  contained  in  a cell,  along  with  some  kind  of  exciting 
fluid. 

The  strength  of  the  current  from  the  batteiy  is  regulated  by 
the  number  of  these  elements  called  into  play,  and  the  current 
is  received  direct  from  these  plates,  through  wires  and  handles, 
without  the  intervention  of  any  coil  or  magnet.  This  form  of 
electricity  is  called  the  “ Galvanic,”  “ Voltaic,”  or  “ Primary 
Battery  current;”  also  the  “Continuous  current,”  or  “Con- 
stant current.”  ^ 

II.  The  Faradic  form  of  electricity  can  be  derived  from  two 
different  sources : (1)  from  a galvanic  battery  or  element,  as 
just  described ; or  (2)  from  the  action  of  a fixed  magnet, 
usually  made  in  the  hoi-se-shoe  form.  In  both  cases,  however, 
the  intervention  of  a coil  is  absolutely  essential. 

In  the  first  of  these  two  forms  [Electro-magnetic,  Volta- 
dynamic  instruments)  the  current  from  the  cell  is  passed  through 
the  coil,  and  powerful  instantaneous  currents  are  induced  in  the 
coil  at  the  joining  and  the  breaking  of  the  circuit, — these  being 
alternately  in  opposite  directions.  (Hence  the  terms  “inter- 
rupted” and  “induced”  current  for  this  form  of  electx-icity.) 
The  strength  of  the  current  is  much  intensified  by  the  presence 
of  a piece  of  soft  iron,  or  a bundle  of  wires,  placed  within  the 
centre  of  the  coil ; and  the  strength  of  these  currents  is  usually 
regulated  by  the  approximation  or  removal  of  the  bulk  of  the 
coil  to  or  from  this  central  piece  of  iron  which  is  converted  into 
a magnet  so  long  as  a current  is  being  passed  through  the  coil. 
Sometimes,  however,  the  regulation  is  effected  by  means  of  a 
copper  cylinder  which  reduces  the  strength  of  the  current  in 
proportion  as  it  is  made  to  cover  the  coil  or  the  magnet.  A 

^ The  word  constant,  as  applied  to  galvanic  currents,  differs  from  “ con- 
tinuous,” in  implying  not  merely  the  absence  of  interruptions,  but  also  con- 
stancy in  the  strength  of  the  current  for  definite  although  for  variable 
periods.  Daniell’s  battery  is  the  only  one  constant  during  long  operations, 
but  batteries  which  are  tolerably  constant  for  periods  of  an  hour  or  two  meet 
most  of  the  medical  requirements  in  this  respect. 
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secondary  coil  is  arranged  outside  of  the  first,  and  can  be  moved 
over  It  towards  the  central  magnet  or  away  from  it.  Currents 

are  induced  again  in  this  outer  coil  in  opposite  directions  to 
those  in  the  innei\ 

In  the  second  form  of  Faradic  electricity  {Magneto-Electnc 
instruments),  two  coils  are  arranged,  in  the  form  of  little  bobbins 
which  by  some  mechanical  arrangement  (such  as  the  turning  of 
a handle)  are  brought  alternately  and  in  rapid  succession  in 
tiont  of  the  two  poles  of  a horse-shoe  magnet.  There  are  pieces 
of  soft  iron  within  these  bobbin-like  coils,  and  these  are  magnet- 
ised and  demagnetised  according  as  they  are  aiiproximated  to 
or  removed  from  the  poles  of  the  magnet:  currents  similar  to 
those  described  in  the  preceding  paragi’aph  are  developed  at 
each  act  of  magnetising  and  demagnetising. 

Both  of  these  forms  (electro-magnetic  and  magneto-electric) 
are  to  be  regarded,  for  most  medical  purposes  at  least,  as  essen- 
tially similar;  they  are  both  spoken  of  as  “Faradic,”  “induced,” 
and  “ interrupted  ” currents.  These  currents  are  instantaneous 
and  pass  alternately  in  opposite  directions ; the  rapidity  of  their 
succession  may  be  judged  of  by  the  number  of  clicks  heard 
dining  the  action  of  the  machine,  as  these  vary  with  the  inter- 
ruptions. Arrangements  are  usually  provided  for  obtaining 
rapidly  or  slowly  interrupted  currents  by  springs  and  screws  in 
the  one  form,  and  by  varying  the  rate  of  rotation  in  the  other. 
The  cuiTents  from  the  inner  and  outer  coils  are  employed  separ- 
ately , the  former  yielding  the  “ primary  induced  current,”  and 
the  latter  the  “secondary  induced  cun-ent.”  This  primary 
induced  current  (the  “ extra  current”  of  physicists)  must  not  be 
confounded  vdth  the  primary  current  from  a galvanic  battery; 
the  intervention  of  a coil  shows  that  we  have  to  deal  with  an 
induced  current.  Some  forms  of  apparatus  allow  of  the  use  of 
these  induced  currents  always  in  the  same  direction,  the  reveree 
currents  being  unused. 

A third  form  of  electricity  (the  static)  may  be  named  the 
Franklinic  : it  is  produced  by  fnction  : glass  plates  or  cylinders 
are  rotated  against  cushions,  and  a patient  placed  on  an  insulated 
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stool  may  be  “ charged  ” from  these  machines,  and  sparks  drawn 
out  from,  or  passed  into,  his  spine  or  limbs.  This  method  of 
electrisation  is  not  now  much  used,  it  is  only  mentioned  here  to 
prevent  any  confusion  from  its  omission. 

METHODS  OF  APPLICATION. 

The  methods  of  applying  electricity  as  well  as  the  selection 
of  the  kind  of  current,  vary  with  the  purpose  in  view : both 
currents  ai’e  often  required  in  diagnostic  tests.^ 

I.  The  Ther.mic  and  Chemical  Effects  of  electricity  (galvanic  cautery 
and  electrolysis)  belong  more  to  surgery  than  medicine,  but  as  the  electrolytic 
treatment  of  thoracic  and  other  deep-seated  aneurisms  is  now  sometimes 
undertaken  by  physicians,  some  details  may  be  given.  The  constant  current 
from  a battery  with  moderately  large  plates  is  used  ; the  number  of  elements 
employed  should  not  be  great  (e.g.,  six  or  eight  of  Stbhrer’s  hospital  battery) ; 
the  application  should  be  prolonged  as  steadily  as  possible  for  half  an  hour  to 
an  hour  and  a half  ; occasionally  one  part  of  the  opeiation  is  carried  out  with 
less  or  more  elements,  according  to  the  effect  produced ; the  point  of  the 
needle  inserted  into  the  aneurism  should,  if  possible,  just  reach  the  blood 
current ; the  needle  thus  inserted  should  be  insulated  except  for  about  half 
an  inch  at  its  point,  so  as  to  prevent  the  chemical  effect  on  the  tissues 
pierced,  and  the  danger  of  suppuration  from  this  cause.  Instead  of  one 
needle  two  or  more  may  be  inserted  in  connection  with  the  same  pole.  The 
needles  should  be  connected  with  the  positive  pole.  (It  may  be  stated,  how- 
ever, that  some  prefer  the  negative  pole,  and  some  operators  insert  needles 
connected  with  both  poles  into  the  aneurism  at  the  same  time,  and  some  use 
needles  without  insulation.)  The  circuit  is  joined  by  means  of  a somewhat 
large  metal  plate  for  the  negative  pole,  covered  \vith  a large  but  thin  sponge, 
wrung  out  of  salt  water  and  applied  in  the  vicinity  of  the  tumour  after  the 
skin  has  been  well  soaked.  The  operation  may  be  repeated  at  intervals  of  a 
fortnight  or  so.  On  withdrawing  the  needle  a little  blood  may  ooze  out, 
calling  for  the  use  of  pressure  or  cold.  Perfect  rest  must  be  enjoined  after  the 
operation. 

II.  For  Acting  on  Muscles  both  the  galvanic  and  Faradic  currents  are 
used,  and  in  testing  paralysed  muscles  for  diagnostic  purposes  we  often 
require  to  try  both  of  these  forms  of  electricity,  as  it  often  happens  that 
muscles  respond  easily  to  the  constant  galvanic  current,  although  they  respond 


^ As  the  uses  of  electricity  in  diagnosis  and  treatment  are  intimately  related 
to  each  other,  a short  account  is  here  given  of  the  methods  followed  in  the 
treatment  of  cases  as  weU  as  in  diagnosis.  This  deviation  from  the  general 
plan  of  the  book  is  more  willingly  introduced,  as  the  student  has  still  some 
difficulty  in  obtaining  information  on  this  subject. 
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only  imperfectly,  or  not  at  all,  to  the  strongest  induced  or  Faradic  cui’- 
rents. 

We  may  act  on  muscles  by  stimulating  the  nerve  which  supplies  them  ; 


Branch  of  the  median  nerve 
for  the  Pronator  teres,. . . 

Palmaris  longiis, 


Flexor  carpi  ulnaris, 


Flexor  sublimis  difdtomm 
(middle  and  ring  fingers), 


Ulnar  nerve, 

Flexor  sublimis  digitorum 
(index  and  little  finger),. 

Deep  branch  of  ulnar  nerve, 
Palmaris  brevis, 


Abductor  minimi  digiti, . . . 

Flexor  brevis  minimi  digiti, 
Opponens  minimi  digiti, . . 

Lumbricales  (2,  3,  and  4),  | 


Flexor  carpi  radialis. 


Flexor  profundus  digi- 
torum. 


Flexor  sublimis  digitorum. 


Flexor  longus  pollicis. 
Median  nerve. 


Abductor  pollicis. 

Opixinen.s  pollicis. 

Flexor  brevis  pollicis. 
Adductor  iMllicis. 
Lumbricalis  (1st). 


Fig.  23.— Ziemssen’s  Motor  Points. 


thus  we  may  act  on  the  muscles  of  the  forearm  or  hand  by  currents  applied 
to  the  nerve  in  the  upper  arm.  We  also  sometimes  stimulate  muscles  to  con- 
traction in  a reflex  manner  by  a current  applied  at  a distance,  as  when  we  act 
on  the  cheek  and  cause  contraction  of  the  eyelid.  As  a rule,  however,  we  aim 
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at  a more  “localised  electrisation,”  by  applying  the  poles  actually  over  the 
muscles  which  we  desire  to  stimulate.  The  points  to  be  selected  are  not 
indifferent ; a little  practice  shows  that  certain  spots  give  the  command  of 
certain  muscles ; it  has  been  ascertained  that  these  correspond  with  the 
points  at  which  the  motor  nerves  enter  the  muscles  in  question.  These  spots 


Supinator  longus 

Extensor  carpi  radialis  longior 

Extensor  carpi  radialis  bre- 
vior, 

E.xteusor  communis  digi- f 
tomni, j 

Extensor  indicis 

Extensor  indicis  and  exten- ) 
sor  ossis  motacarpi  poll.,.  ) 

Extensor  ossis  metacann ) 
jiollicis, ) 

Extensor  primi  internodii 
pollicls 

•'dexor  longus  pollicis 


Extensor  carpi  ulnaris. 


Extensor  minimi  digiti. 


Extensor  indicis. 


Extensor  secuudi  inter- 
nodii pollicis. 


Abductor  minimi  digiti. 
Dorsal  interosseus  (4). 


Dorsal  interossei. 


Fig.  24. — Ziemssen’s  Motor  Points. 


have  to  be  learned  by  experience  and  observation,  and  charts  or  diagrams 
liave  been  made  by  Ziemssen  and  others  showing  their  position  as  ascertained 
in  actual  practice.  (Some  diagrams  are  reproduced  here  from  Ziemssen  s 
work  to  facilitate  the  use  of  electrical  tests  in  diagnosis.  Those  who  wish 
further  details  as  to  the  face  and  other  parts,  may  refer  to  the  original  work. 
Die  Electricitdt  in  der  Medicin,  Berlin,  1857  ; 4th  edition,  1872.  See  also 
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Dr.  Tibbits  Map  of  Ziemssen’s  Motor  Points;  A1  thaus’s  iJ/cciica?  Electricity, 
3rd  edition,  1873 ; and  Brunelli,  Album  illustrd  representant  la  Topographic 
■Eevro-musculaire.  Paris,  1872).  The  poles  should  be  applied  by  means  of  wet 
sponges,  the  skin  also  being  well  moistened.  With  the  Faradic  battery  simple 
water  suffices  ; with  the  galvanic  battery  it  is  better  to  use  always  salt  water 
for  this  purpose.  E.xcept  in  the  case  of  the  small  muscles  of  the  face  and  hand 
large  handles  (one  inch  in  diameter)  and  sponges  answer  best ; when  small 
electrodes  are  used  they  may  be  covered  with  moistened  chamois  leather 
instead  of  sponges.  With  the  Faradic  current  the  two  handles,  armed  with  the 
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Fig.  25.— Ziemssen’s  Motor  Points. 


sponges,  should  be  held  near  each  other ; the  one  should  be  placed  on  the  spot 
which  controls  the  muscle,  and  the  other  dabbed  over  the  surface  operated  on ; 
or  if  preferred,  both  may  be  lifted  whenever  the  muscle  contracts ; it  serves 
no  good  purpose  to  tetanise  the  muscles  by  a prolonged  contraction  such  as 
would  occur  if  the  action  were  not  interrupted  in  this  way.  The  strength  of 
the  current  is  of  great  importance  ; we  ought,  therefore,  to  have  an  instru- 
ment capable  of  being  nicely  gi-aduated  as  to  its  strength,  and  also  as  to  the 
rapidity  of  its  intermission ; it  is  desirable,  also,  to  have  one  which  leaves 
both  hands  free  for  the  manipulations  of  the  operation.  It  is  well  to  try  the 
force  of  the  current  on  ourselves  before  beginning  (on  the  muscles  of  the 
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thumb  for  example),  so  that  we  may  see  if  it  is  strong  enough  to  cause  con- 
traction and  not  so  strong  as  to  be  painful.  If  such  a force  fails  to  act  on  the 
paralysed  muscles,  we  should  graduiUly  increase  the  strength.  Slowly  inter- 
rupted currents  from  the  primary  coil  are  preferred  by  Duchenne  for  produc- 
ing muscular  contractions.  We  aim  at  using  the  least  strength  sufficient  for 
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Fig.  26.— Ziemssen’s  Motor  Points. 


the  purpose ; this  avoids  pain  and  produces  a more  natural  action  of  the 
muscles.  Sometimes  we  have  to  use  such  strong  currents  as  to  cause  severe 
pain,  but  this  is  comparatively  rare  and  indicates  something  seriously  wrong 
in  the  nerves  or  muscles.  Occasionally  no  response  at  all  takes  place  to  the 
strongest  currents.  It  is  sometimes  desirable  to  measure  accurately  the 
ilifference  of  strength  in  the  currents  required  for  calling  the  muscles  into 
play  on  the  paralysed  side,  as  compared  vvith  the  sound  side,  or  at  one  part 
of  the  illness  as  compared  with  another.  This  difference  is  estimated  by  the 
graduated  scale  usually  attached  to  the  moveable  coil  or  magnet  in  an  indue- 
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tion  apparatus.  Siwcial  precautions  are  required  to  secure  uniformity  in  the 
comparison,  such  as  are  described  in  using  the  galvanic  current  in  this  process 
of  testing.  (See  p.  219.) 

In  using  the  continuous  galvanic  cuiTcnt  for  acting  on  muscles,  we  still 
avail  ourselves  of  the  “points  of  election”  for  the  different  muscles  ; but  it 
must  be  remembered  that  this  current  only  causes  muscular  contraction  at 
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Fig.  27. — Zienisscn’s  Motor  Points. 


the  moment  the  circuit  is  joined  or  broken.  A current  from  a constant 
battery  passed  for  a time  steadily  through  a muscle  does  not  cause  it  to  act 
after  the  first  contraction  ; but  on  withdrawing  the  handles,  another  contrac- 
tion may  occur.  Hence  if  we  wish  to  stimulate  tlie  muscles  to  contraction 
we  require  some  means  of  interrupting  this  continuous  current.  This  may  be 
done  by  a commutator  on  the  battery,  shutting  off  or  putting  on  the  current 
by  a key,  or  by  removing  one  or  botli  of  the  sponges.  A similar  effect  is  pro- 
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(luced  more  gradually  and  gently  by  gliding  the  sponge  along : in  this  way 
the  current  is  joined  and  broken  at  the  various  parts  passed  over  in  the  course 
of  its  movement  (“labile  currents”).  A very  powerful  action  is  produced 
by  reversing  the  cuirents,  by  means  of  the  commutator,  and  less  suddenly  by 
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Fig.  2S. — Ziemssen’s  Motor  Points. 


reversing  the  relative  position  of  the  sponges.  The  relative  position  of  the 
two  poles  is  not  a matter  of  much  consequence  in  acting  on  the  muscles,  except 
in  the  estimation  of  the  force  required  in  different  parts,  as  will  be  ex- 
plained immediately.  It  is  not  necessary  to  have  the  two  poles  applied  close 
together  in  acting  on  muscles  with  the  galvanic  current ; indeed,  it  is  usually 
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better  to  have  them  at  a distance,  one  of  them  being  jdaced  on  the  point 
known  to  command  the  muscle,  and  the  other  perhaps  on  the  nerve  trunk 
higher  up.  It  is  very  necessary  to  have  the  sponges  moistened  with  salt 
water,  and  the  skin  over  the  parts  operated  on  should  also  be  well  soaked. 

A great  difference  in  the  response  of  muscles  to  the  Faradic  and 
Galvanic  currents  is  occasionally  obsei’vecl : feeble  currents  from 
a galvanic  battery  may  act  when  the  strongest  Faradic  currents 
foil  to  do  so.  This  is  observed  in  certain  cases  of  paralysis  from 
injuries  to  the  nerves,  in  facial  paralysis  from  peripheral  causes, 
in  infantile  paralj'^sis,  and  in  certain  cases  of  lead  palsy : this 
constitutes  a point  of  great  importance  in  the  diagnosis,  prognosis, 
and  treatment. 

But  further,  paralysed  muscles  sometimes  respond  with  pre- 
ternatural readiness  to  very  weak  currents : i.  e.  they  respond 
to  currents  Avhich  would  not  cause  any  noticeable  action  in 
healthy  muscles  (two  or  four  elements).  This  occurs  in  the 
diseases  named  above,  and  especially  in  focial  paralysis.  This 
Iieculiaiity  is  well  brought  out  in  such  cases  by  applying  the 
poles  of  an  vnduction  battery  to  the  sides  of  the  mouth,  when 
the  mouth  is  at  once  drawn  to  the  sound  side  : on  applying  now 
the  poles  of  a constant  battery  to  the  same  parts,  lifting  and 
replacing  them  occasionally,  it  will  be  seen  that  the  paraly.sed 
muscles  draw  the  mouth  to  their  side  during  the  stimulation. 
All  gradations  of  these  reactions  are  found  in  diflerent  cases  of 
facial  jiaralysis  and  at  different  stages.  This  unusually  ready 
lesponse  to  the  constant  current  generally  diminishes  with  the 
improved  contractility  of  the  muscles  to  the  induced  current 
which  takes  place  in  favourable  cases  under  treatment  or  in  the 
course  of  time. 

The  explanation  of  this  difference  in  the  behaviour  of  the 
paralysed  muscles  under  the  two  different  forms  of  electrical 
stimulation  is  not  yet  clear,  but  it  is  in  some  way  connected 
with  the  instantaneous  or  extremely  brief  character  of  the  in- 
duction currents.  It  has  been  found  that  by  interrujiting  the 
constant  current  very  rapidly,  while  applied  to  such  muscles,  it 
also  ceases  to  have  any  effect  on  the  muscles  in  such  cases.  The 
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reaction  described  above  has  been  named  by  Erb  the  “ reaction 
of  degeneration.”  (See  also  p.  225.) 

When  an  accurate  comparative  estimate  of  the  muscular 
contractility  is  desired,  we  must  proceed  in  such  a way  as  to  get 
a fair  comparison,  and  we  avail  ourselves,  if  i:)ossible,  of  the 
sound  muscles  on  the  opposite  side  for  this  purpose.  More- 
over, in  using  the  galvanic  current  we  must  consider  which 
pole  is  applied  to  the  nerve  or  miiscle,  and  we  must  also  notice 
whether  the  conti-action  occurs  on  breaking  or  joining  the  circuit. 
In  judging  of  any  change  in  the  response  of  the  muscles  to 
electricity,  we  must  consider  whether  we  are  operating  on  the 
nerve  trunk  or  on  the  muscles,  as  the  reaction  may  differ  con- 
sidembly  in  these  two  cases.  In  cariying  out  the  comparison 
one  pole  is  placed  on  some  indifferent  part  of  the  body  (the 
sternum,  nape  of  the  neck,  or  patella,  for  example),  and  the 
other  is  applied  successively  to  corresponding  spots  on  the  two 
sides  of  the  body.  We  notice  then  the  difference  in  the  readi- 
ness or  force  of  the  contraction,  and  we  note  how  much  more, 
or  how  much  less,  is  the  strength  required  for  the  paralysed 
muscles  as  compax-ed  with  the  othei-s.  In  using  the  galvanic 
current  we  vary  the  experiment  by  using  the  positive  and  the 
negative  pole  alternately  over  the  part  to  be  excited,  as  the 
results  are  not  identical. 

In  comiection  with  this  subject  electrical  authorities  some- 
times use  formulie  which  I'equii’e  exjxlanation,  especially  as 
the  words  represented  by  the  letters  in  some  books  are 
partly  German,  and  very  confusing  to  readei*s  in  other  coun- 
tries. 


An  = Anode  (the  positive  pole,  sometimes  marked  -f- ). 
Ka  = Cathode  (the  negative  pole,  marked  — ). 

S = Schliessung,  i.e.  closing  of  the  circuit. 

O = Oeffnung,  i.e.  opening  or  breaking  of  the  circuit. 

Z = Zuckung,  i.e.  contraction  or  twitch  of  the  muscle. 
Z'  =■  The  accent  indicates  an  intensification, 
z = The  small  letter  indicates  a feeble  contraction. 

Te  = Indicates  Tetanic  contraction. 
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The  symbols  are  combined  thus  as  in  the  formula  for  the 
action  of  strong  currents,  or 

“ Highest  grade,”  Ka  S Te.  Ka  O z,  An  S Z,  An  0 Z. 

These  four  formula  are  read  thus  (1)  On  closure  of  the 
current  the  cathode  produces  tetanic  contraction  : (2)  on  open- 
ing the  current  it  produces  feeble  contraction : (3)  on  closing 
the  current  the  anode  produces  lively  contraction  : and  (4)  also 
on  opening  the  circuit. 

“ Lowest  grade,”  Ka  S Z. 

“ Intermediate  grade,”  Ka  S Z',  An  S z and  An  O z.  (Erb.) 

^ In  connection  with  aural  electricity  the  symbol  Kl.  means 
Klang  (sound),  and  the  musical  symbols  -=  crescendo  or  in- 
cieasing  loudness,  and  >•  diminuendo  oi*  diminishing  loudness, 
are  also  used. 

With  the  induction  apparatus  we  use  the  currents  from  the 
secondary  coil  in  this  test,  and  the  trial  is  conducted  on  the 
same  principles. 

Ill-  Action  on  Sensory  Nerves.  When  applying  Faradic  electricity  to 
stimulate  muscles,  we  aim  at  doing  so  without  pain,  or  at  least  with  a minimum 
of  action  on  the  sensory  nerves  : hence  the  directions  to  use  the  lowest  efl5- 
cient  strength,  to  select  the  cun-ent  from  the  primary  coil,  to  use  slow  inter- 
ruptions, to  have  large  sponges  moistened  with  simple  water  for  electrodes, 
to  apply  these  near  together,  and  to  make  the  application  just  long  enough  to 
cause  muscular  contraction,  removing  and  re-applying  the  electrodes  fre- 
quently. 

In  acting  on  sensory  nerves  vnth  the  Faradic  current  these  directions  are  all 
reversed  : the  skin  should  be  left  dry  or  dusted  over  with  violet  powder,  metal 
handles  or  charcoal  electrodes  without  sponges  are  used,  or  even  a wire  brush 
is  employed  for  one  of  the  poles  : strong  currents  from  the  secondary  coil  and 
rapid  intermissions  are  preferred,  and  the  brush  may  be  moved  up  and  down 
over  as  large  an  area  as  we  choose.  Such  applications  are  sometimes  employed 
with  advantage  in  cases  of  anaesthesia,  to  rouse  the  sensory  nerves,  and  they 
are  sometimes  of  use  in  diagnosis.  Insensibility  to  this  irritation,  or  diminished 
electrical  sensibility  as  it  is  called,  is  a striking  feature  in  certain  cases  of 
hysterical  paralysis  and  an®sthesia,  and  in  some  otlier  affections.  ^V^lile  test- 
ing the  muscles  in  such  cases  we  can  usually  guess  by  the  behaviour  of  the 
patients  whether  or  not  they  feel  the  current  to  a normal  or  usual  extent,  and 
we  may  subsequently  apply  the  test  more  efficiently  as  just  described. 

The  wire  brush  is  also  used  by  some  for  its  counter-irritant  effect  and  its 
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reflex  action.  Brushing  over  the  spine  in  certain  spinal  affections,  brushing 
the  cheek  and  larynx  in  facial  paralysis  and  hysterical  aphonia,  and  applying 
very  strong  currents  in  neuralgia  (electric  moxa)  are  methods  sometimes  pi'ac- 
tised,  but  all  of  them  are  painful  and  must  be  used  with  great  caution.  This 
treatment  has  also  some  influence  over  the  vascular  system,  and  it  sometimes 
improves  the  temperature  of  a cold  limb. 

The  Oalvanic  current  is  occasionally  felt  to  be  painful  in  cases  which  are 
insensible  to  strong  induced  currents  (hysterical  paralysis),  so  that  the  form 
of  electricity  employed  in  testing  should  always  be  noted.  Charcoal 
electrodes  suit  very  well  in  applying  this  test  to  the  skin.  The  sensation 
experienced  from  the  constant  current  differs  from  that  felt  on  using  the 
interrupted  current : the  latter  gives  rise  to  a tingling  feeling,  the  former 
produces  a burning  or  stinging  sensation.  On  galvanising  the  si^ine  with  a 
moderate  current  we  sometimes  detect,  while  applying  the  moist  sponges, 
that  there  are  one  or  two  tender  spots  over  certain  vertebraj,  i.e.  spots  speci- 
ally sensitive  to  this  current.  These  spots  often  agree  e.xactly  with  the  spots 
discovered  to  be  tender  to  the  touch,  but  sometimes  this  test  reveals  tender 
parts  more  delicately  than  pressure  or  the  hot  sponge.  Care  must  be  taken 
that  the  various  parts  of  the  skin  are  equally  moist  in  applying  this  test,  and 
the  pressure  of  the  electrode  also  must  be  made  quite  equal  in  the  different 
parts  before  we  conclude  that  this  sensitiveness  really  exists. 

IV.  Applied  for  Muscul.vr  Rheumatism  and  myalgia,  both  kinds  of  elec- 
tricity are  occasionally  employed.  The  induced  cuirents  are  used  in  such 
cases  either  with  wet  sponges  for  the  stimulation  of  the  muscles,  or  with  the 
wre  brush.  AVhen  the  constant  cursent  is  employed,  and  it  is  usually  to  be 
preferi’ed,  moderate  currents  are  used,  and  the  poles  are  made  to  glide  gently 
over  the  painful  surface.  (Lumbago,  stiff-neck,  muscular  pleurodynia.) 

V.  For  Neuralgia,  induced  currents  of  great  strength  applied  with  the 
wire  brush  (electric  moxa)  are  used  by  some,  but  as  they  are  very  painful  and 
as  counter-untation  in  less  painful  forms  often  serves  the  same  purpose,  this 
method  is  seldom  to  be  recommended. 

The  constant  galvanic  current,  on  the  other  hand,  can  be  applied  in  such 
cases  with  little  or  no  discomfort,  and  is  often  most  serviceable.  The  current 
should  be  strong  enough  to  be  felt,  but  should  not  cause  pain  (6—10  ele- 
ments for  the  face,  8 — 20  for  the  limbs) : the  current  should  be  passed  without 
any  interruption,  the  sponges  being  held  steadily  without  any  movement  or 
shaking.  Difference  of  opinion  exists  as  to  the  direction  in  which  the  current 
should  be  applied ; a balance  of  opinion  exists  in  favour  of  (1)  a descending 
current  (i.e.  a current  from  the  nerve  centres  towards  the  periphery),  and  (2) 
of  applying  the  positive  pole  over  the  painful  part,  without  regard  to  the 
direction  of  the  current  (polar  method).  These  two  methods  are  not  incom- 
[)atible.  The  skin  should  be  well  moistened  with  salt  water  for  applications 
of  this  kind,  and  as  pressure  with  the  electrodes  is  often  painful,  the  effect 
can  be  increased  by  having  the  spots  selected  for  the  application  dressed  with 
salt  water  dressings  for  an  hour  or  two  before  the  current  is  applied.  The 
duration  of  the  application  should  be  considerable,  5,  10,  or  20  minutes 
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at  a time  : but  on  the  face  the  duration  is  mucli  less,  as  giddiness  is  apt  to  be 
produced  in  this  situation,  and  on  its  occurrence  we  must  stop  the  apj)lication, 
at  least  for  a few  minutes.  In  applying  and  removing  the  electrodes,  or 
increasing  or  diminishing  the  strength  of  the  current,  we  aim  at  doing  so  with 
as  little  “shock”  as  possible;  this  is  done  either  by  gradually  increasing  or 
relaxing  the  pressure  of  the  electrodes  on  the  parts,  or  by  adding  and  removing 
the  additional  elements  gradually. 

For  cases  of  neuralgia,  a battery  with  relatively  large  plates  and  small 
chemical  action  should  be  selected,  and  the  patient  should  remain  at  rest  for 
a time  after  the  application,  especially  in  cases  of  sciatica.  The  sittings 
should  be  repeated  daily  if  iiossible. 

VL  The  Nervous  Centres  can  be  acted  on  by  the  constant  current 
applied  to  the  head  and  spine,  and  patients  often  experience  giddiness,  flashes 
of  light,  and  a metallic  taste  in  the  mouth  when  the  head  or  the  upper  part 
of  the  spine  or  neck  is  operated  on.  For  the  head  weak  currents  must  always 
be  used,  not  more  than  about  ten  elements  at  the  most,  and  the  applications 
must  be  short  (half  a minute  to  tliree  minutes),  and  they  must  be  stojijied  on 
the  occurrence  of  giddiness.  The  electrodes  are  placed  sometimes  on  each 
side  of  the  head,  on  the  temples  or  mastoid  processes,  or  one  on  the  nape  of 
the  neck  and  the  other  on  the  brow  or  on  one  of  the  mastoid  jirocesses.  No 
rule  can  be  given  as  to  the  direction  of  the  current  in  such  applications. 

For  the  spinal  cord  a larger  number  of  elements  may  be  used  and  the  time 
prolonged  to  fifteen  minutes  or  more.  The  part  operated  on  is  determined 
by  the  nature  of  the  case.  As  a rule,  in  spinal  cases  descending  cuiTents  are 
pieferred,  but  in  locomotor  ata.xy  the  ascending  current  seems  to  give  better 
results.  The  sponges  and  skin  must  be  well  moistened  with  salt  water,  and 
the  electrodes  should  be  held  very  steadily  to  avoid  aU  shocks  as  much  as 
possible.  Sometimes  one  pole  is  applied  to  the  spine  and  the  other  to  the 
region  of  the  plexuses  or  nerve  trunks ; or  one  to  the  region  of  the  plexus  and 
the  other  to  the  main  nerve  in  the  limb,  as  this  stimulation  may  have  an 
indirect  action  on  the  cord. 

Galvanism  to  the  spinal  cord  and  brain  should  as  a rule  be  avoided  in  all 
acute  or  recent  cases.  Faradisation  is  not  to  be  applied  to  the  brain  or  spinal 
cord. 

The  sympathetic  in  the  neck  may  be  acted  on,  it  is  supj)osed,  by  placing  one 
of  the  electrodes  over  its  upper,  middle,  or  lower  cerrtcal  ganglion,  and  the 
other  on  the  cervical  region  of  the  spine,  at  its  lower  part,  or  on  the  supra- 
sternal notch.  Certainly  some  very  curious  results  follow  such  applications, 
flashes  of  light,  giddiness,  and  bilateral  coimilsive  movements;  but  it  is  not 
quite  certain  that  all  this  is  due  to  stimulation  of  the  sympathetic,  as  other 
important  nerves  are  in  the  same  region. 

Operations  of  this  kind  must  be  carried  out  with  great  caution ; only  weak 
currents  should  be  used,  and  short  applications,  as  in  the  case  of  the  brain. 

Galvanisation  of  the  sympathetic  is  recommended  in  many  obscure  cerebral 
and  spinal  affections  for  its  supposed  influence  on  the  nutrition  of  these  gi'eat 
nervous  centres. 


SPECIAL  APPLICATIONS. 


VII.  Fok  Impuovins  the  Nutrition,  the  circulation,  and  the  teini)erature 
of  a part,  any  form  of  electricity  which  improves  the  state  of  the  muscles 
and  nerves  may  be  recommended,  but  the  constant  current  has  usually  a 
more  marked  influence  in  lessening  the  coldness  of  a limb  so  often  complained 
of  in  the  atrophic  forms  of  paralysis.  Certainly  this  kind  of  electricity  affects 
the  circulation,  and  it  is  possibly  in  this  way  that  it  produces  a beneficial 
influence  on  the  nutrition  of  the  tissue  of  the  nerves,  tlie  brain,  and  the 
spinal  cord. 

VIII.  Special  Organ.s  require  some  special  arrangements  for  the  application 
of  electricity.  The  Eye  is  acted  on  when  we  seek  to  affect  the  optic  nerve  by 
applying  (say)  the  positive  pole  of  a constant  battery  to  the  forehead,  to 
the  mastoid  process,  or  to  the  nape  of  the  neck,  and  gliding  the  other  pole 
along  the  angles  of  the  orbit,  or  by  passing  the  current  through  the  temples. 
The  ocular  muscles  may  also  be  galvanised  or  Faradised  by  bringing  a small 
electrode  into  their  vicinity.  The  Ear  is  galvanised  or  Faradised  by  filling  the 
meatus  wth  salt  water,  and  introducing  an  insulated  electrode  into  the  fluid 
while  the  head  is  held  down  sideways,  the  other  pole  being  held  by  the 
patient  in  the  hand  of  the  opposite  side.  The  same  care  must  be  exercised 
in  using  such  methods  as  in  operating  on  tlie  brain.  Applications  to  the 
sympathetic  in  the  neck  are  sometimes  made  for  these  organs.  Specially 
shaped  and  insulated  electrodes  are  used  for  direct  application  to  the  laryngeal 
muscles.  Stimulation  of  the  phrenic  nerve  for  the  excitation  of  the  respiration 
sometimes  saves  life  in  chloroform  poisoning  and  its  use  is  indicated  in  some 
other  forms  of  asphyxia.  Metallic  buttons  as  electrodes,  with  fine  moist 
sponges  or  leather  coverings  are  applied  on  either  side  of  the  neck,  over  the 
lower  end  of  the  scalenus  muscle,  on  the  outer  border  of  the  stemo-mastoid, 
and  this  muscle  should  be  pressed  a little  inwards ; tlie  head  and  shoulders 
should  be  fixed  by  an  assistant,  and  expiration  may  have  to  be  assisted  by 
pressure  on  the  abdominal  w.alls.  The  duration  of  one  application  (i.e.,  for 
each  contraction)  should  not  be  more  than  twenty  seconds.  The  current 
shotdd  be  from  an  induction  apparatus,  and  should  be  strong  enough  to  cause 
contraction  of  the  muscles  of  the  operator’s  thumb  ; if  this  does  not  succeed 
in  causing  an  inspiratory  gasp,  stronger  currents  may  be  tried,  as  the  excit- 
ability sometimes  diminishes  rapidly  in  asphyxia.  If  induced  currents  fail  to 
act,  the  continuous  current  has  been  recommended  as  a last  resource.  The 
abflominal  muscles  and  even  the  boicels  and  bladder  and  uterus  may  be  acted 
on  to  some  extent  from  without,  the  poles  being  applied  to  various  jiarts  of 
the  abdomen  and  back.  For  the  rectum,  a more  efficient  plan  is  to  introduce 
an  insulated  electrode  within  the  bowel,  and  to  apply  the  other  to  the 
abdominal  parietes.  Both  forms  of  electricity  may  be  used  in  this  way.  The 
bladder  is  likewise  sometimes  acted  on  by  means  of  an  insulated  electrode 
introduced  into  its  cavity,  the  other  being  applied  within  the  rectum  or  above 
the  pubes.  If  the  continuous  current  be  used,  the  generation  of  gas  from  the 
decomposition  of  the  urine  may  lead  to  annoyance  if  the  electrode  be  within 
the  bladder.  For  incontinence  of  urine  a strong  current  from  a continuous 
battery  (from  as  many  elements  as  can  be  borne,  fifty  or  more  of  Daniell’s  or 
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Smees)  may  be  passed  upwards,  the  negative  pole  being  applied  to  the 
perineum  just  behind  the  scrotum,  and  the  positive  to  the  dorsal  or  lower 
cervical  region  of  the  spine.  Tlie  uterus  is  sometimes  acted  on  in  the  same 
way  as  the  bladder.  In  impotence  the  testicles,  the  muscles  of  the  penis,  or 
the  mucous  membrane  of  the  glans  may  be  acted  on  by  the  constant  or  by’the 
interrupted  current,  according  as  the  error  seems  to  be  in  the  secreting  power 
of  the  testicle,  the  defective  state  of  the  erector  muscles,  or  the  sensitiveness 
of  tlie  glans. 

DIAGNOSTIC  SIGNIFICANCE  OF  ELECTEICAL  TESTS. 

C ontTcictility  of  the  Tnuscles  to  the  induced  current  may  remain 
hut  little  imiKiired  in  cerebral  paralysis,  in  rheumatic  paralysis 
(apart  from  affections  of  the  facial  nerve),  in  hysterical  paralysis, 
in  paialysis  of  the  extensor  muscles  of  the  fingei*s  and  wrists 
fiom  piessure  on  the  arm  (arising  from  the  use  of  sjdints  and 
CTutches,  or  from  lying  on  it  during  sleep),  in  locomotor  ataxy, 
in  geneial  paralysis,  in  pseudo-hypertrophic  muscular  paralysis, 
in  wasting  palsy,  and  in  certain  cases  of  parajilegia  from 
spinal  lesions.  Any  of  the  above  forms  of  paralysis,  however, 
may  exist  so  long,  and  may  lead  to  such  disuse  of  the  muscles, 
that  wasting  and  destruction  of  the  muscular  tissues  proceed 
to  such  an  extent  that  they  no  longer  respond  to  this  stimulus, 
or  do  so  only  feebly.  This  is  especially  noticed  in  advancmg 
cases  of  wasting  palsy,  where  the  response,  of  course,  is  dimin- 
ished in  proportion  to  the  actual  wasting,  although  preseiwed 
in  the  remaining  portion  of  muscle.  While  this  contractility 
to  the  induced  current  exists  unimpaired,  we  infer  that  there  is 
no  sei’ious  lesion  of  the  muscles  themselves,  of  the  nerve  trunk 
supplying  them,  or  of  the  nervous  centre  at  its  point  of  junction 
with  the  nerves  in  question. 

Abolition  or  diminution  of  the  contractility  to  the  induced 
current  occurs  in  paralysis  from  such  serious  lesions  of  the 
nerves  as  result  from  wounds,  or  from  compression  of  the  nerve 
trunk  by  tumour,  or  exostosis,  or  cerhiin  exudations.  In  the 
case  of  the  facial  nerve  an  exudation  in  the  osseous  canal  may 
give  rise  to  serious  compression  of  this  kind,  or  caries  may  lead 
to  the  destruction  of  the  nerve.  In  infantile  paralysis  also,  and 
in  other  forms  of  spinal  disease  with  destruction  of  the  cord  at 
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the  roots  of  the  nerves,  or  of  the  cells  connected  with  them  in  the 
anterior  cornua,  this  contractility  is  lost  or  diminished.  Lead 
palsy  is  also  usually  characterised  by  this  peculiarity.  The  loss  or 
diminution  of  the  muscular  contractility  to  the  induced  current 
occurs  with  great  rapidity  in  all  the  above  cases,  and  usually 
exists  from  the  very  time  the  paralysis  becomes  distinctly 
declared,  differing  therein  from  the  loss  of  contractility  which  is 
developed  slowly  in  connection  with  mere  disuse  or  atrophy. 
(See  next  section  also.) 

Preservation  of  contractility  to  galvanic  current,  and  loss  of 
ccmtructility  to  induced  current.  This  is  commonly  observed  in 
the  cases  just  noticed  in  the  previous  section,  at  least  in  their 
earlier  stages.  It  frequently  happens  in  cases  of  facial  paralysis 
especially,  and  also  in  infantile  paralysis  and  lead  palsy,  that 
the  response  to  the  continuous  cuiTent  is  even  livelier  on  the 
paralysed  than  on  the  sound  side.  This  reaction  usually  concurs 
with  some  lesion  of  the  nei’ve  trunk  or  of  the  nerve  root 
involved.  (Erb’s  reaction  of  degeneration.) 

Loss  of  muscular  contractility  to  both,  currents  is  found  in 
advanced  pai-alysis,  from  any  cause,  which  has  led  to  the  destnic- 
tion  of  the  muscular  tissue  or  to  its  fatty  degeneration ; such 
destruction  may  be  inferi’ed  from  this  test.  Especially  does 
this  occur  in  old  spinal  paralysis  with  atrophy  in  bad  cases 
of  infantile  atrophic  pai’alysis,  in  the  last  stage  of  pseudo-hyper- 
trophic muscular  paralysis  and  wasting  palsy,  and  also  in  lead 
paralysis.  It  occurs  ra{)idly  also  in  serious  mechanical  lesions 
of  the  nerve  trunks  from  wounds  and  injuries. 
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CHAPTER  VIII. 


INSANITY.! 


EFORE  considering  the  forms  of  insanity,  it  is  desirable 


^ that  the  meaning  of  certain  terms,  which  are  of  constant 
use  in  describing  mental  disorders,  should  be  clearly  under- 
stood. These  are — 

Illusions,  Hallucinations,  and  Delusions.— Illusion  and 
Hallucination  have  reference  only  to  disordered  perceptions. 
Both,  separately  or  together,  may  exist  without  insanity.  In 
order  to  the  occurrence  of  an  Illusion  a real  impression  must  be 
produced  on  the  sensorium  but  this  imjiression  appears  in  con- 
sciousness very  different  from  the  actual  fact.  The  impression 
in  most  cases  comes  from  without,  and  is  transmitted  throush 
one  or  other  of  the  senses,  (by  far  the  most  frequently  through 
those  of  hearing  and  sight) ; but  it  may  spring  from  one  of  the 
internal  organs.  On  the  other  hand,  an  Hallucination  arises  when 
no  impression  has  been  produced  on  any  of  the  senses,  and  it 
is  equally  independent  of  visceral  sensations.  It  is  entirely  a 
new  creation  due  to  an  abnormal  condition  of  the  sensorium 
itself.  The  varying  morbid  states  of  this  great  centre,  or  of 
these  great  centres  of  sensation,  seem  in  the  consciousness  of 
the  individual  to  be  impressions  that  have  come  in  natural 
course  from  the  organs  of  special  or  general  sensation. 
Briefly  expi’essed.  Illusions  are  objective  in  relation  to  the 

1 The  following  writers  may  be  consulted  vdtli  advantage : Bucknill  and 
Tukc,  Blandford,  Maudsley,  Griesinger,  and  Ireland. 


CHIEF  FORMS  OF  INSANITY. 


227 


sensorium,  whereas  Hallucinations  are  subjective.  Thus,  if 
a human  voice  be  heard  by  one  when  others  hear  only  the 
tolling  of  a bell,  that  is  an  Illusion ; but  should  it  be  heard 
when  there  is  no  sound  of  any  kind,  that  is  an  Hallucination  : 
and  so  with  the  other  senses.  It  is  sometimes  difficult  to  dis- 
tinguish between  these  two  forms  of  morbid  })erception,  espe- 
cially when  they  relate  to  general  sensation.  Whatever  their 
origin,  should  the  patient’s  reason  still  enable  him  to  discard 
them  as  false  and  unsound,  he  is  sane  in  relation  to  them ; and 
this  frecpxently  happens  with  illusions,  though  seldom  with  hal- 
lucinations. If  he  cannot  be  convinced  of  their  uni’eality  he  is 
very  generally  insane,  but  not  always,  as  early  ti-aining,  peculiar 
religious  views,  and  other  special  circumstances  may  account  for 
the  apparent  mental  unsoundness. 

Delusion,  strictly  regarded,  pertains  exclusively  to  the  highest 
mental  functions,  and  has  no  direct  connection  with  sensation 
in  any  form.  A man  who  asserts  he  is  ten  thousand  years  old, 
or  that  he  is  the  Almighty,  labours,  therefore,  under  Delusion 
propel’.  But  though  tlie  term  is  occasionally  employed  in  this 
restricted  sense,  to  distinguish  it  from  those  already  described, 
it  is  also  commonly  used  generically  to  include  them  all. 
It  may  thus  be  correctly  applied  to  either  Illusions  or  Hallu- 
cinations, if  they  are  the  result  of  disease,  and  are  not  correcte<l 
by  reason. — In  a court  of  law,  as  a matter  of  expediency,  it  is 
advisable  to  avoid  the  latter  terms,  and  to  designate  all  morbid 
ideas  of  lunatics  as  insane  delusions;”  the  word  delusion  hy 
itself  being  often  pojmlarly  used  to  describe  a mere  unfounded 
belief. 

The  chief  forms  of  Insanity,  according  to  the  best  estab- 
lished classification,  are  Mania,  Melancholia,  Monomania, 
Dementia,  and  Idiocy.  Mania  implies  considerable  general 
excitement,  which  is  usually  accompanied  by  incoherence  of 
ideas,  delusions,  and  violent  conduct;  but  there  are  varieties 
of  mania  without  incoherence  or  distinct  delusions.  In  Melan- 
cholia there  is  mental  depression  with  delusion  generally  limited 
to  one  or  to  a small  number  of  subjects.  There  is  also  simple 
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melancholy  without  delusion.  In  Monomania  thei’e  is  no 
depression,  but  generally  exaltation  or  j^erversion  of  feeling ; 
delusion  is  restricted  to  one  or  (much  more  commonly)  to  a 
small  number  of  siibjects,  all  of  the  same  character;  but  the 
intellect,  though  often  wonderfully  clear  and  acute  in  other 
directions,  is  not  altogether  free  outside  the  morbid  cii’cle. 
In  Dementia  the  powers  of  the  mind,  previously  of  average 
vigour,  are  enfeebled  or  destroyed.  In  Idiocy  the  original 
mental  development  has  fallen  far  short  of  the  normal  standard, 
either  through  a congenital  cause  or  one  occurring  in  early 
childhood.  Imbecility  is  this  state  in  a minor  degree. 

Premonitory  mental  symptoms  almost  always  precede  an  attack 
of  any  of  the  acquired  forms  of  insanity.  These  are  to  be  looked 
for  in  disturbance  of  the  emotional  powers  rather  than  in  an 
•abnormal  state  of  the  intellect, — the  latter  condition  being  sub- 
sequent to  the  former.  There  is  usually  a preliminary  period 
of  depi’ession,  and  this  is  often  seen  even  where  the  fully  pro- 
nounced derangement  is  a state  of  excitement.  The  patient  has 
a vague  feeling  of  discomfort,  of  mental  weariness  and  pain. 
There  is  unwonted  irritability ; trifles  that  would  formerly  be 
unheeded,  now  fret  and  worry;  those  most  loved  and  bound  by 
the  closest  ties  of  kindred  are  i-egarded  with  suspicion,  jealousy, 
and  aversion ; a feeling  of  baseless  ai^prehension,  w'ith  some- 
times a painful  anticipation  of  insanity,  are  exj^erienced : 
unusual  vacillation  of  purpose  may  be  a feature ; and  the 
sufferer,  particularly  in  the  premonitoiy  stage  of  melancholia, 
may  likewise  have  a w^eariness  of  the  world,  and  a longing  for 
death.  Such  feelings  and  dispositions  in  vaiious  combinations 
form  the  foundation  of  morbid  sentiment  on  which  delusion,  in 
its  varied  forms,  is  based.  In  some  cases  of  mania,  however, 
there  is  no  preliminary  depression  and  the  initiatory  stage  is 
one  of  gradually  increasing  excitement. 

Mania. — In  acute  mania  the  preliminary  stage  of  depression 
with  irritability,  should  it  exist  at  all,  is  not  generally  of  long 
duration.  About  the  period  w^hen  it  is  giving  place  to  excite- 
ment there  is  occasionally  a general  susceptibility  of  the  nervous 
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system,  characterised  by  exceeding  sensitiveness  to  sharp  and 
loud  noises,  and  to  bright  light,  and  also  by  a disposition  to 
sudden  and  violent  starting  of  the  legs  and  even  the  whole 
frame,  especially  when  about  to  fall  asleep.  Some  people  are, 
however,  subject  to  similar  startings  in  a minor  degree  from 
slight  causes,  such  as  derangement  of  the  digestive  system, 
and  many  epileptics  suffer  from  them  in  the  intervals  between 
the  fits. 

The  mental  excitement  may  show  itself  very  gradually,  or  it 
may  be  cpiite  sudden  in  its  onset.  The  disorder  of  the  intellect 
occiu’s  in  degi'ces  vai’ying  from  scarcely  noticeable  rambling  in 
conversation  to  complete  incoherence.  Illusions  and  hallucina- 
tions, particularly  of  sight,  as  well  as  delusions  proi^er,  are  very 
common,  though  mania  may  exist  without  any  of  them.  A dis- 
tinguishing feature  of  the  morbid  ideas  is  their  evanescence  j they 
are  not  fixed,  even  though  the  same  kind  of  fancies  may  recur 
from  time  to  time.  Besides  the  intellectual  disturbance,  there 
is  general  restlessness  and  impatience,  a hurry,  a confusion  and 
an  unusual  disposition  to  action.  Some  patients  are  in  a happy, 
joyous  mood  ; othei-s  are  angry  and  irritable ; not  a few  alternate 
between  these  states.  Tlie  conduct  is  often  violent  and  dis- 
gusting : shouting,  singing,  gesticulating,  quarrelling  and  fight- 
ing, tearing  clothes,  smearing  the  person  and  bedroom  with 
fjeces,  and  other  filthy  actions.  Outrageous  conduct  is  often 
first  manifested  diu’ing  the  night.  It  is  to  be  observed  that 
both  delusions  and  actions  are  stamped  by  the  character  of  the 
prevailing  morbid  emotion. 

Fi’om  the  very  commencement  of  the  illness  sleep  is  almost 
always  deficient  in  amount,  and  is  occasionally  absent  altogether; 
or,  what  is  more  common,  it  is  obtained  for  half  an  hour  or  an 
hour,  now  and  again,  the  patient  awakening  in  no  respect 
improved.  Terrifying  dreams  often  disturb  these  brief  snatches 
of  sleep.  The  appetite,  though  frequently  considerably  impaired 
in  the  early  stage  of  the  disorder,  is  usually  good  when  it  is 
fully  developed,  and,  indeed,  is  sometimes  abnormally  keen. 
But,  notwithstanding  the  large  q\iantities  of  food  consumed. 
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nutrition  is  not  well  maintained,  and  many  patients  distinctly 
fall  off  in  condition.  The  tongue  is  moist  and  clean  in  many 
cases,  but  may  be  furred  and  yellow,  in  which  case  the  breath 
will  probably  also  be  unpleasant.  The  bowels  ai-e  generally 
confined,  and  the  stools  are  apt  to  be  offensive,  but  occasionally 
a tendency  to  diarrhoea  is  seen.  Thirst  is  seldom  pi'esent.  The 
urine  is  commonly  diminished  in  quantity,  increased  in  specific 
gi-avity,  of  acid  reaction,  with  an  excess  of  phosphates;  but 
occasionally  it  is  neutral  or  even  alkaline,  and  the  amount  may 
be  noi-inal.  Excitement  of  the  sexual  instinct,  which  is  not 
i-are,  may  show  itself  in  masturbation  and  indecent  exposure  of 
the  person.  Menstruation  is  usually  altogether  or  in  a great 
measure  suppressed.  The  menses  generally  return  coincidently 
with  recovery,  but  their  appearance  does  not  always  herald  the 
advent  of  convalescence  ; and,  on  the  other  hand,  mental  health 
may  be  restored  while  they  continue  in  abeyance.  In  the 
majority,  the  skin  is  somewhat  harsh  and  dry,  but  it  is  quite 
common  to  find  it  soft  and  moist ; its  secretions  are  often  dis- 
agreeable in  odour.  Should  the  patient’s  exertions  be  violent 
the  general  temperature  may  be  temporarily  elevated,  but 
ordinarily  it  is  little  if  at  all  above  the  avei-age.  Increased 
heat  of  head,  especially  of  the  vertex,  is  often  noticeable.  In  a 
few  cases  there  is  excessive  salivary  secretion.  The  pulse,  as  a 
general  rule,  is  from  eighty  to  ninety  in  frequency,  and  of 
diminished  volume  ; but  there  are  many  exceptions,  some  being 
a few  beats  above  and  others  below  that  range.  In  the  early 
stage  the  conjunctivaj  Avill  often  be  found  somewhat  injected 
and  yellowish,  but  this  is  not  commoii  when  the  excitement  is 
fully  established ; the  aspect  is  then  frequently  bright  and 
glistening. 

Acute  mania  occurs  occasionally  in  a more  asthenic  form 
than  that  just  described.  The  jdiysical  symptoms  are  indicative 
of  greater  debility : the  pulse  is  weak  and  quick,  the  pupils 
wide,  the  face  pale,  and  there  is  often  distinct  ansemia.  The 
psychical  disturbance  is  also  more  uniformly  high.  In  short, 
this  form  holds  a middle  position  between  the  sthenic  and  the 
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one  next  to  be  consiclei’ed ; and  there  is  a gi-adation  of  cases 
connecting  all  three. 

The  variety  now  before  us  coiTesponds  in  some  respects  with 
severe  delirium,  and  is  hence  known  as  Acute  deliHous  mania. 
The  incoherence  in  this  state  is  complete ; the  patient  talks  or 
shouts  in  fragmentaiy  disconnected  sentences,  and  the  excite- 
ment is  veiy  high.  There  are  no  definite  delusions,  the  mental 
disorder  being  apparently  too  great  for  formulated  thought  of 
any  kind,  but  in  some  cases  indications  of  transitory  hallucina- 
tions and  illusions  are  observable  in  the  midst  of  the  ravings. 
Such  patients  are  generally  violent  and  destructive  and  of 
dirty  habits,  but  their  acts  differ  from  those  of  ordinary  acute 
mania  in  partaking  more  of  blind  fiuy,  with  less  distinct  con- 
sciousness in  the  agents.  The  physical  symptoms  are  proj)or- 
tionately  intensified.  The  pulse  is  very  quick  and  weak,  the 
conjunctivje  are  injected,  and  the  pupils  are  often  smaller  than 
the  normal,  the  skin  is  parched  and  hot,  the  tongue  is  dry, 
tending  to  brown,  the  appetite  is  in  abeyance,  and  there  is 
usually  a sickening  odour  from  the  breath,  a degree  of  thu’st  is 
common,  and  there  is  an  almost  total  absence  of  sleep.  There 
is  a high  mortality  in  this  condition,  but  should  the  tendency 
to  death  from  exhaustion  be  overcome,  the  patients  usually 
make  excellent  and  speedy  recoveries  from  theii'  mental 
disorder. 

Mania  transitoria  is  a variety  which,  as  its  name  implies, 
passes  away  quickly — even  in  a few  hours,  or  at  longest  in  a 
day  or  two.  The  symptoms  are  those  of  the  most  acute  form 
of  sthenic  mania.  The  seizure  occurs  suddenly,  and  is  most 
frequently  met  with  as  a result  of  mental  shock  or  of  intoxi- 
cating liquor  in  persons  who  are  of  the  “ insane  temperament  ” 
— who  in  their  ordinary  health  are  excitable,  neiwous,  odd  in 
tlieir  opinions,  and  peculiar  in  their  general  conduct — this  con- 
dition being  usually  the  fruit  of  heredity.  It  is  also  apt  to 
show  itself  in  individuals  who  have  had  sunstroke  or  whose 
heads  have  been  injured  (possibly  many  yeai’s  previously),  after 
a slight  excess  in  alcohol,  or  from  a moral  cause,  such  as  sudden 
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and  great  pi’ovocation.  Wlien  due  to  alcohol  this  is  the  “ mania 
a potu,”  properly  so  called. 

Chronic  mania  may  be  considered  as  established  when 

the  symptoms  of  the  acute  stage  having  somewhat  subsided, 
after  some  months’  duration — the  delusive  ideas  are  more 
definitely  formed  than  at  first,  the  incoherence  is  still  considera- 
ble, though  somewhat  less,  and  the  excitement  is  not  so  constant 
but  more  paroxysmal  in  its  chaiiicter.  At  this  period,  illusions 
and  hallucinations,  especially  of  hearing,  are  commonly  present ; 
but  one  or  moi’e  of  the  other  senses  also  are  frequently  involved 
in  the  same  patient.  The  bodily  condition  is  now  generally 
good.  This  is  the  state  of  a large  jiroportion  of  the  inmates  of 
asylums.  It  may  last  for  many  years  in  much  the  same  form  ■, 
but,  what  is  more  common,  by  slow  degrees  the  mind  becomes 
more  and  more  enfeebled  till  at  length  its  powers  are  iiTetriev- 
ably  lost  in  the  ruin  of  complete  dementia. 

Relation  of  various  Diseases  and  Functional  Disorders 
TO  Insanity. — In  susceptible  persons  certain  states  of  the  sys- 
tem, both  physiological  and  pathological,  are  sometimes  the 
immediate  causes  of  insanity,  particularly  of  mania;  and  in 
many  cases  they  also  impart  a distinctive  character  to  the  men- 
tal symptoms.  Thus  there  is  an  hysterical  mania  in  which  the 
strange  imaginations  and  peculiar  deceptions  characteristic  of 
hysteria  are  associated  with  excitement,  slight  incoherence,  and 
erotic  displays,  as  well  as  generally  with  some  of  the  physical 
symptoms  of  the  disease,  such  as  the  passing  of  large  quantities 
of  pale  urine,  and  the  “ globus  hystericus.”  This  form  would 
seem  to  be  frequently  dependent  on  irregularities  in  men- 
struation. 

At  the  establishment  of  the  menstrual  function  excitement 
with  delusions  and  a disposition  to  impulsive  violence  may 
appear,  constituting  the  “mania  of  puberty.”  This  generally 
passes  away  in  a few  days  or  weeks,  and  seldom  continues  after 
menstruation  is  regular.  At  the  same  period  of  life,  in  both 
sexes,  instead  of  mania  a moral  pei'versity  occasionally  arises, 
manifesting  itself  by  a suddenly  acquired  disposition  to  lying. 
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cheating,  stealing,  and  the  like,— this  state  being  the  result  of 
disease,  though  very  often  not  so  considered.  It  Ls  much  more 
likely  to  be  of  long  duration  than  the  maniactil  condition,  and 
too  often  gradually  involves  the  mind  generally,  passing  \dti- 
mately  into  incui-able  insanity. 

Disorder  of  the  Uterus  and  Ovaries,  at  any  time  during  the 
years  of  their  functional  activity,  especially  when  there  is 
amenorrhcea,  is  not  an  uncommon  cause  of  other  varieties  of 
insanity.  The  distinctive  delusions  that  spring  Tip  then  have 
often  reference  to  these  organs  or  to  their  functions : thus  the 
sufferers  may  fancy  that  they  give  birth  to  children,  or  that 
their  persons  are  violated  while  asleep.  Nymphomania  may 
arise  from  the  same  source ; the  particular  feature  in  it  being  a 
disposition  on  the  part  of  the  patient  to  make  indecent  advances 
to  the  other  sex,  and  even  to  make  shameful  exposure  of  the 
person.  A distinction  has  been  drawn  between  this  state,  which 
is  regarded  as  due  to  the  general  disturbance  of  the  nervous 
system  from  a peripheral  irritation  in  the  sexual  organs,  and 
that  named  Erotomania,  in  which  the  organs  of  generation  ai-e 
apparently  healthy,  and  the  morbid  action  is  believed  to  be 
entirely  in  the  brain.  The  mental  symptoms  are  really  alike 
in  both ; though  it  has  been  held  by  some  that,  as  opposed  to 
nymphomania,  the  language  and  conduct  in  erotomania  are 
pure,  and  do  not  gi’eatly  transgress  propriety.  In  the  male 
sex  a condition  corresponding  in  the  character  of  the  acts  and 
in  the  general  psychical  features  is  known  as  Satyi-iasis.  It 
is,  however,  to  be  borne  in  mind  that  delusions  connected  with 
the  organs  of  generation  in  both  sexes  may  exist  with  perfect 
propriety  of  conduct,  and  also  that  amenorrhcea  is  a common 
symptom  in  insanity  due  to  other  causes. 

At  the  close  of  menstruation  one  of  the  many  troubles  that  are 
apt  to  arise  is  mental  disorder.  It  occasionally  assumes  a 
maniacal  character,  but  much  more  frequently  the  form  is 
melancholia,  with  delusions  and  a disposition  to  suicide.  It 
has  been  named  “ climacteric  insanity.” 

It  is  thought  by  some  that  excessive  venereal  indulgertce, 
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especially  in  the  newly  married,  may  suffice  to  overthrow  the 
mental  powers  in  susceptible  persons,  inducing  what  has  been 
designated  sexual  mania ; but  other  direct  causes  probably 
always  combine  Avith  it  in  the  i)roduction  of  the  insanity,  and 
there  is  nothing  distinctive  in  the  symptoms. 

The  vice  of  masturbation,  in  both  sexes,  sometimes  induces 
an  intractable  form  of  mental  derangement.  Early  symptoms 
sjjringing  fi-om  the  vile  habit  are  an  unwonted  shyness  and  an 
evasive  look,  irresolution  of  character,  and  a disposition  to  be 
alone.  By-and-by  a general  feeling  of  fear  and  suspicion  of 
others  arises,  with  sulkiness  of  temper ; then  come  hallucinations, 
such  as  that  the  victims  are  acted  on  through  the  walls  by  elec- 
tiicity,  that  theii’  food  is  poisoned,  that  they  are  tormented  by 
evil  spirits,  ifec. ; great  religious  fervour  is  common,  especially 
in  women.  In  most  cases  the  intellect  gradually  becomes 
weak,  as  is  obvious  by  the  obtuse  expression,  and  after  an  inde- 
finite period  the  unfortunates  sink  into  dementia.  General 
nervous  symptoms,  such  as  palpitations  and  feeling  of  sinking 
at  the  heart,  are  usually  associated  from  the  beginning  with  the 
psychical  disturbance.  Should  the  masturbation  be  stopped 
before  the  intellect  is  much  impaired,  mental  health  may  be 
restored;  but  once  insanity  has  been  distinctly  established 
recovery  is  the  exception  rather  than  the  rule,  as  the  vice  is 
then  seldom  mastered. 

The  influence  exerted  on  the  mind  of  woman  by  the  sexual 
system  is  evinced  in  other  ways  than  those  mentioned.  The 
majority  of  women  are  more  susceptible  and  impressible,  and  are 
sometimes  very  irritable,  during  the  flow  of  the  menses.  During 
healthy  pregnancy,  also,  cravings  for  extraordinary  articles  of 
diet  are  very  common.  These  are  usually  innocent  enough,  but 
not  always,  as  when  a woman,  overcome  by  the  sight  of  the 
brawny  arm  of  a baker  who  Avorked  opposite  her  dAvelling, 
compelled  her  husband  to  offer  him  money  to  alloAv  her  to  take 
“ one  bite”  out  of  it. 

Mental  disease  occasionally  appeai-s  during  utero-gestation, 
and  is  apparently  dependent  on  it ; this  is  knoAvn  as  the  insanity 
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of 'pregnancy . It  is  not  common,  and  is  more  prone  to  occur  at 
a late  than  an  early  period  of  gestation.  Though  mania  and 
monomania  are  both  met  with,  melancholia  is  the  usual  form, 
refusal  of  food  and  a disposition  to  suicide  being  sometimes- 
marked  features.  The  majority  of  such  patients  recover  soon 
after  delivery,  but  a large  pi-oportion  continue  insane. 

In  severe  labour,  during  the  passage  of  the  head  through  the 
os  internum,  and  also  through  the  vaginal  orifice,  it  occasionally 
happens  that  the  patient  falls  into  a state  of  semi-conscious 
delirium,  lasting  for  a few  minutes.  The  writer  has  seen  a 
mild  attack  of  mania  arise  during  severe  labour  resulting  from 
contracted  pelvis,  w’hich  j)assed  away  in  two  days  after  delivery. 
This  is  a rare  event. 

The  most  important  of  all  this  group  of  disorders  is  that- 
which  occurs  within  two  or  three  weeks  after  delivery,  and 
bears  the  name  of  Puerperal  mania.  The  fourth  or  fifth  day  is  the 
most  common  time  for  the  appearance  of  the  syni])toms,  though 
it  may  be  at  an  earlier  as  well  as  at  a later  period.  Sometimes 
the  attack  is  very  sudden,  but  generally  for  a day  or  two  pre- 
vioxisly  the  patients  are  unusually  excitable,  sleep  but  little,  com- 
plain of  pain  and  a feeling  of  constriction  in  the  head,  and  have 
often  optical  troubles,  such  as  flashes  of  light  and  double  vision. 
The  pulse  is  also  quick  and  the  skin  may  be  hot.  "When  the 
insanity  is  fully  developed  the  symptoms  both  physical  and 
mental  are  all  of  an  acute  type,  and  the  condition  may  even 
amount  to  delirious  mania;  but,  fortunately,  this  is  somewhat 
exceptional.  It  is  a feature  of  the  psychical  state  that  the 
language  used  is  often  filthy  and  obscene.  Aversion  to  husband 
and  baby  are  common,  but  by  no  means  constant,  symptoms. 
Under  the  influence  of  this  feeling,  mothers  have  in  many 
instances  destroyed  their  infants.  Cases  are  also  met  with,, 
beginning  within  a week  after  childbii*th,  in  which  the  condition 
would  be  more  correctly  designated  acute  melancholia  than 
acute  mania.  Early  in  the  disease,  as  a rule,  both  the  lochial 
discharge  and  the  mammary  secretion  are  aiTCSted ; but  in  mild 
cases  the  latter,  and  even  both,  may  continue  to  flow,  though  in. 
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1 educed  quantity.  Occasionally  the  urine  is  found  to  he 
albuminous.  It  is  well  to  remember  that  there  is  also  some- 
times metritis  or  endo-metritis,  as  these  are  apt  to  be  over- 
looked through  the  greater  prominence  of  the  mental  symptoms. 

There  is  3'et  another  important  variety  coimected  with  the 
IDuerperal  state — the  insanity  of  lactation.  It  occurs  after  some 
months’  nursing,  or  immediately  after  the  weaning  of  the  infant, 
■and  is  due  to  the  drain,  through  the  mammary  glands,  having 
proved  too  much  for  a feeble  or  susceptible  frame.  As  might 
be  expected,  the  i)atients  are  weak  and  usually  anmmic.  Mel- 
ancholia is  the  type  of  disorder  that  is  most  frequently  developed, 
but  other  forms  are  occasionally  seen.  In  this  variety  also,  a 
<lisposition  to  destroy  the  infant  is  not  uncommon;  besides 
this,  a tendency  to  suicide  is  sometimes  manifested.  Ex- 
ophthalmic goitre  and  functional  cardiac  murmur  have  been 
noticed  in  a few  cases,  particularly  where  the  mental  derange- 
ment px’esented  maniacal  features. 

Alcoholic  insanity. — As  already  stated,  “transitory  mania” 
may  be  at  least  directly  induced  by  alcohol;  but  besides  this  and 
the  much  more  common  disease,  Delirium  tremens  (see  p.  199), 
there  are  other  disorders  resulting  from  the  same  powerful 
agent,  which  have  j’et  to  be  noticed.  (1)  Habits  of  intoxica- 
tion, along  with  the  ordinai’y  symjitoms  of  chronic  alcoholism, 
often  induce  a state  of  mind  characterised  by  gloomy  suspicion 
and  hallucinations  of  hearing.  This  condition  has  jxromjited 
to  homicide  as  well  as  to  suicide  in  a number  of  cases.  (2) 
Excesses  in  alcohol  may  cause  mania  or  melancholia  of  an 
ordinary  acute  kind,  except  that  the  delusions  partake  of  the 
delirium  tremens  character,  and  that  the  attacks  themselves 
are  of  shorter  duration.  Though  cases  of  this  kind  are  occa- 
•sionally  seen,  they  must  be  regarded  as  rare.  (3)  Progi-essive 
<lementia,  accompanied  by  a form  of  general  paralysis,  is  a 
rather  common  result  of  prolonged  drunken  habits.  It  not 
infrequently  occurs  in  Avoinen  who  have  been  long  addicted 
to  secret  tippling.  The  symptoms  closely  resemble  those  of 
ordinary  general  paralysis,  and  in  some  cases  the  disorders  can 
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scarcely  be  distinguished  from  each  other.  The  diagnosis  will 
be  considered  in  connection  with  general  paralysis.  (4)  There 
remains  the  condition  known  as  dipsomania  or  oinomania.  The 
craving  for  drink  in  this  state  is  insatiable,  and  no  consideration 
whatever  detei-s  the  victim  from  seeking  its  gratification.  Three 
varieties  baA'e  been  distinguished — the  acute,  the  chronic,  and 
the  periodic.  The  acute,  which  is  rare,  has  been  noticed  after 
ha3mori'hage  in  the  puerperal  state,  in  recoveiy  fiom  feveis, 
after  excessive  venereal  indulgences,  and  in  some  forms  of  dys- 
pepsia. It  often  passes  away  in  a few  days,  and  shows  no 
disposition  to  return.  The  chronic  is  the  form  that  exists  in 
the  habitual  drunkard.  In  him  the  craving  for  alcoholic 
stimulants  is  constant,  and  is  often  strongest  in  the  morn- 
ing. He  experiences  a sensation  of  sinking  at  the  stomach, 
with  a feeling  of  mental  depression  amounting  even  to  misery 
when  not  under  their  influence.  Great  moral  depravity  is 
generally  a marked  feature  of  character ; and  the  writer  has 
observed  that  in  women  this  is  usually  associated  with  much 
pretence  or  show  of  religion.  The  periodic  variety  is  not 
common.  It  occurs  in  paroxysms  of  exceeding  severity,  ordi- 
narily with  intervals  of  some  months  between  them.  All  these 
varieties,  but  particularly  the  last  one,  are  not  infrequently  the 
outcome  of  the  “ insane  temperament.” 

The  pois(m  of  syphilis  in  the  constitution  may  give  rise  to 
different  forms  of  associated  disorder  of  the  brain  and  mind. 
Thus,  after  a prodromal  period  of  irritability,  slowmess  of 
mental  action,  and  occasional  confusion  of  ideas,  accompanied 
by  shooting  pains  in  the  limbs  and  numbness  of  the  head,  there 
may  be  one  or  more  convulsive  fits,  followed  by  mania  or 
melancholia ; or  instead  of  either  of  these  forms  of  mental  de- 
i-angement,  the  symptoms  mentioned  may  be  succeeded  by  a 
hysterical  condition  which  rapidly  declines  into  dementia  more 
or  less  complete.  Sometimes  the  premonitory  stage  is  suc- 
ceeded by  a state  which  beai*s  considei’able  likeness  to  genei-al 
paralysis.  There  may  even  be  grandiose  delusions  likewise, 
though  this  is  not  common.  The  defects  in  articulation  and  the 

O 


238 


INSANITY. 


paresis  of  the  voluntary  muscles  generally  are  very  similar  in 
both  cases.  In  the  syphilitic  form  there  is  both  greater  rapidity 
■and  irregularity  in  the  progress  of  the  symptoms.  The  sensory 
phenomena  are  likewise  much  more  marked,  such  as  pains  in 
the  limbs,  numbness,  and  formication;  and  these,  as  well  as  the 
motor  symptoms,  are  more  apt  to  be  unilateral  at  an  early  stage 
of  the  disease.  The  retinae  are  not  so  uniformly  affected  : and 
should  there  be  irregularity  of  the  pupils,  it  will  probably  be 
found  that  some  of  the  ocular  muscles  are  also  pai-alysed.  The 
convulsive  seizures  are  more  disposed  to  be  partial,  both  as 
regards  the  implication  of  consciousness  and  the  muscles  in- 
volved, than  in  the  case  of  general  jiaralysis,  and  the  attacks 
are  also  more  frequently  followed  by  paralysis  of  the  convulsed 
members ; this  may  or  may  not  be  persistent.  The  evidences 
of  constitutional  sjqihilis  in  nodes,  enlarged  glands,  cutaneous 
■eruptions,  &c.,  with  a history  of  contagion,  Avill  of  course 
materially  aid  the  diagnosis. 

Besides  a real  there  is  also  a spurious  syphilitic  insanity, 
which  bears  the  name  of  Syphilophohia.  The  distinctive  feature 
of  this  disorder  is  an  intense  fear  in  the  mind  of  the  sufferer 
that  syphilis  has  been  acquired,  every  trifling  papule  being 
regarded  as  convincing  evidence  of  its  presence.  In  other 
lespects  the  mental  state  is  that  of  acute  melancholia.  It  is 
most  frequently  met  with  in  persons  of  high  moral  tone  who 
have  once  or  twice  fallen  into  irregularity  of  conduct. 

Epileptic  Insanity. — When  epilepsy  has  continued  for  some 
years  it  induces  mental  defect,  and  this  may  occur  much  sooner 
if  ^ the  fits  are  frequent,  but  if  they  are  at  long  intervals  the 
mind  may  remain  unaffected.  In  some  cases  the  petit  mal 
would  appear  to  exert  a more  baneful  influence  on  the  mental 
powers  than  the  full  convulsive  seizure;  but  this,  though 
asserted  by  some,  is  not  always  the  case,  as  the  writer  has 
seen  patients  subject  to  the  latter  form  in  whom  dementia 
lapidly  supervened,  and  others  who  had  suffered  from  eiiileptic 
veitigo  for  years,  at  short  intervals,  and  still  retained  con- 
siderable mental  vigour.  Irritability  of  temper  and  weakness 
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of  memory  are  tlie  first  indications  of  the  mind  being  involved, 
but  in  course  of  time  all  its  powers  are  implicated,  and 
ultimately  the  wreck  is  complete.  But  instead  of  an  uniform, 
progressive  degeneration,  it  often  happens  that,  after  a single 
seizure  or  a number  in  succession,  an  acute  maniacal  attack 
occurs,  in  which  there  is  generally  manifested  a disposition 
to  violence,  and  occasionally  also  to  suicide  in  the  same  patient. 
The  mania  may  pass  away  in  a few  minutes  or  in  an  hour  or 
two,  and  in  any  case  seldom  lasts  longer  than  four  or  five  days, 
though  it  is  apt  to  return  on  the  recurrence  of  the  fits.  The 
last  featiire,  however,  is  very  irregular,  and  in  illustration,  the 
Avriter  may  allude  to  a patient  under  his  cai-e  who  had  an  attack 
of  epileptic  mania  about  five  years  ago,  and  has  continued  free 
from  it  since,  while  there  has  been  no  abatement  of  the  convul- 
sive seizures.  Though  the  mental  disorder  generally  follows 
the  convulsions,  it  occasionally  pi'ecedes  them,  and  in  some 
cases  would  seem  to  take  their  place,  the  entire  paroxysm  being 
appai-ently  mental.  In  some  instances  epileptics  fall  into  an 
automatic  state  Avithout  having  had  a convulsive  attack,  and 
then  jierform  actions  Avhich,  though  usually  irregular  and 
destructiA^e,  may  be  definite  and  correct  in  themselves,  but  only 
wrong  as  to  time  or  place, — the  patients  being  quite  uncon- 
scious, and  incredulous  when  told  of  their  conduct  on  their 
recovery.  This  state  is  generally  A’ery  brief,  lasting  only  for 
seconds  or  minntes,  but  it  may  continue  for  half-an-hour, 
seldom  longer. 

The  poison  of  rheumatism  and  gout  in  the  system  may  induce 
mental  disorder  Avhich  sometimes  amounts  to  insanity.  Such 
attacks  are  often  of  a metastatic  character,  the  joint  afiection 
being  in  abeyance  during  the  continuance  of  the  mania,  which 
is  the  usual  fm*m  of  derangement  in  these  circumstances.  The 
attack  commonly  passes  aAvay  Avithin  three  or  four  Aveeks.  A 
similar  event  may  occur  in  the  coui*se  of  asthma.  For  example, 
a person  Avho  had  been  a martyr  to  the  spasmodic  form  of  the 
disease  for  nearly  tAventy  yeai-s,  rather  suddenly  became  mani- 
tical ; the  asthma  then  entirely  disappeared,  and  did  not  trouble 
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her  during  the  six  weeks  that  the  insanity  lasted ; but  when 
the  latter  subsided,  the  asthma  returned  in  all  its  former 
oppressiveness.  The  writer  has  also  seen  the  poison  of  lead 
induce  an  attack  of  mental  derangement,  which  continued  for 
a few  days ; there  were  also  convulsions  in  the  case ; the 
characteristic  blue  line  on  the  gums  was  pi’esent. 

Phthisical  Insanity. — In  the  later  stages  of  phthisis  pul- 
monalis  mania  is  occasionally  developed.  The  symptoms  are 
generally  very  acute,  even  attaining  the  severity  of  those  of 
deliiious  mania:  the  attack  often  terminates  in  fatal  exhaustion. 
In  an  earlier  stage  of  the  same  disease,  or  of  general  tuberculosis, 
Di . Clouston  has  pointed  out  that  a morbid  mental  condition 
of  a different  character  is  sometimes  present.  It  is  characterised 
by  unfounded  suspicion  and  irritability,  with  occasional  bursts 
of  excitement  or  fits  of  depression.  This  mental  state  is,  how- 
ever, not  so  common  as  an  o^jposite  one  in  tubercular  disease  of 
the  lungs,  in  which  the  patients  are  sanguine  and  unduly  hope- 
ful, even  when  their  illness  is  going  on  to  a fatal  issue.  But 
the  psychical  condition  in  the  latter  case  is  not  insanity. 

The  feeling  of  sinking  and  general  discomfort  experienced 
by  those  habituated  to  the  use  of  opium,  in  whatever  form  and 
way  it  be  taken,  when  they  are  not  under  its  influence,  occa- 
sionally attains  to  such  a degree  of  intensity  that  the  condition 
may  even  amount  to  insanity.  The  unfortunate  sufferers  who 
have  arrived  at  this  stage,  after  the  effect  of  the  drug  has  died 
away,  are  wretched,  miserable,  and  may  even  be  suicidally  dis- 
posed. The  writer  has  known  it  necessary  to  commit  such  an 
one  to  an  asylum  : but  this  is  quite  exceptional. 

The  excitability  which  is  an  ordinary  symptom  of  Graves’s  or 
Basedows  disease  (Exophthalmic  goitre),  may  increase  and  be 
accompanied  by  incoherence  and  violence,  so  that  mania  is 
established.  The  attack  commonly  subsides  in  a few  days. 

Tape-worm  in  the  intestinal  canal  may  induce  mania  through 
the  action  of  the  peripheral  irritation  on  the  brain,  just  as  it 
occasionally  gives  rise  to  epilepsy. 

Bloivs  or  falls  on  the  head  are  not  infrequently  followed  by 
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insanity.  The  form,  varies  : mania  and  dementia  are  both  met 
with,  as  also  a combination  of  the  two.  The  condition  is  hope- 
ful or  otherwise  according  to  the  amount  of  injury  sustained  by 
the  brain. 

When  distinct  insanity  is  produced  by  sunstroke,  or  follows 
typhus  fever  or  other  of  the  exanthemata,  although  mania  may  be 
the  primary  character,  dementia  generally  soon  ensues  ; or  the 
insanity  may  be  of  this  form  from  the  first.  The  prognosis  in 
these  cases  is  generally  unfavourable.  But  this  is  to  be  distin- 
•niished  from  a condition  of  mental  excitement  of  moderate 
sevei-ity,  accompanied  by  hallucinations  of  hearing  and  sight, 
which  occasionally  arises  somewhat  suddenly  in  an  advanced 
stage  of  these  diseases,  and  also  in  pneumonia,  but  usually 
passes  away  in  a day  or  two,  or  even  sooner.  This  has  been 
lately  described  as  a form  of  insanity  ; but  observation  of  such 
cases  would  rather  lead  the  writer  to  desigiiate  it  as  an  acute 
form  of  delirium,  symptomatic  of  the  associated  disease,  though  not 
always  of  a state  of  collapse,  as  was  believed  by  Dr.  H.  Weber, 
who  first  directed  attention  to  this  variety  of  mental  disorder. 

The  catalogue  of  physical  diseases  or  causes,  on  Avhich  insanity 
may  be  more  or  less  dej)endent,  has  not  yet  been  exhausted.  In 
fact  it  would  seem  that  a morbid  condition  of  any  organ,  in 
persons  of  weak,  susceptible,  nervous  systems,  may  so  distui-b 
the  functions  of  the  brain  that  mental  derangement  may  be  the 
result.  Thus  it  has  been  developed  in  connection  with  intestinal, 
hepatic,  and  vesical  diseases.  There  is  little  uniformity  in  the 
symptoms  of  the  insanity  which  arises  in  this  way ; and  it  would 
rather  appear  that  the  character  of  the  mental  disturbance  is 
more  dependent  on  the  general  condition  of  the  system  as  to 
strength  or  weakness,  and  on  the  nature  of  the  hei’editary  bias 
which  so  commonly  exists,  than  on  the  special  organ  whose 
morbid  state  may  have  been  the  exciting  cause  of  the  cerebro' 
mental  disorder.  At  the  same  time  it  may  be  said  generally 
that  disease  in  the  abdominal  organs,  and  especially  in  the  liver, 
is  more  apt  to  be  associated  with  melancholia  than  with  any 
other  form.  But  in  considerinar  the  association  of  disease  in 
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these  organs  with  insanity  it  is  always  to  be  borne  in  mind 
that  this  may  be  altogether  accidental,  or  that  their  morbid  state 
may  be  due  to  that  impaired  nutrition  of  the  central  nervous 
system  on  which  the  insanity  itself  dej:)ends. 

Impulsive  Insanity. — A tendency  to  act  under  insane  im- 
pulses is  a featui-e  of  the  acute  forms  of  mania  and  melancholia, 
particularly  the  former.  Besides  this,  however,  there  are 
varieties  in  which  this  disposition  is  the  chief,  and  occasionally 
almost  the  only  evidence  of  mental  derangement.  Generally 
there  is  only  one  kind  of  impulse  in  the  same  patient,  but  there 
may  be  more  than  one,  and  the  one  may  alternate  with  the 
other.  The  suicidal  and  the  homicidal  are  the  most  common 
and  the  most  important,  and  bear  the  names  of  Suicidal  and 
Homicidal  mania,  although  this  last  form  is  rare,  and  recently 
its  very  existence  has  been  questioned  by  some  authorities. 

Similar  morbid  impulses  to  steal  and  to  set  fire  to  houses, 
etc.,  are  known  respectively  as  Kleptomania  and  Pyromania. 
But  homicidal  and  other  criminal  acts  ai’e  much  more  frequently 
the  results  of  delusions,  and  more  particularly  of  “ voices  ” that 
may  seem  to  the  victims  to  come^from  Heaven,  requiiing  im- 
plicit obedience  from  them  as  a saci’ed  duty. 

The  impulsive  tendency  is  not  infrequently  manifested  in 
persons  respecting  whom  no  suspicion  of  mental  defect  is  enter- 
tained by  others,  in  prompting  to  break  large  sheets  of  glass,  to 
interrupt  public  speakers  in  their  addresses,  and  to  other  actions 
which  the  patients  know  full  well  to  be  wrong,  and  struggle 
against  ■with  all  their  might,  and  fortunately  almost  always 
successfully.  In  some  who  were  troubled  in  this  way  the  writer 
has  found  other  indications  of  derangement  in  the  nervous  sys- 
tem,— one  which  was  much  complained  of  being  a “ springy  ” 
feeling  in  the  feet,  as  if  they  were  made  of  india-rubber.  This 
sensation  was  expeiienced  every  few  steps  in  walking,  and  when 
severe  passed  up  to  the  head,  px-oducing  a giddy  feeling.  Another 
troublesome  symptom  was  involixiitaiy  starting  of  the  limbs  in 
going  to  sleep.  In  all  these  patients  the  cause  appeared  to  be 
mental  sti-ain. 
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Sometimes  the  moral  powers  of  the  mind  are  affected  in  a 
marked  manner,  while  the  intellectual  are  but  little  disturbed. 
This  condition  has  been  called  Moral  insanity.  Those  in  whom 
it  is  seen  have  usually  a strong  hereditaiy  bias  towards  mentixl 
disorder,  and  may  have  previously  suffered  from  it  in  one  of 
its  more  complete  forms — paidicularly  mania.  Pure  cases  of 
this  variety  are  rare  ; still  they  are  met  with  occasionally.  The 
symptoms  ai-e  lying,  stealing,  cheating,  mischief-making  of  all 
kinds,  and  a disposition  to  violence — these  being  opposed  to  the 
patient’s  former  chai’acter.  In  one  characteristic  case,  long 
under  observation,  besides  the  state  just  described,  there  was 
further  evidence  of  morbid  change  in  the  brain  in  partial  hemi- 
plegia. This  designation — jVIoral  insanity — is  objectionable,  and 
should  be  avoided  by  medical  witnesses  in  courts  of  law  : if 
required  to  define  the  condition,  it  is  better  to  speak  of  “ pax’- 
tial  insanity.” 

Melanciiolt.\  stands  next  in  importance  to  mania  as  a lead- 
ing form  of  insanity.  It  is  often  met  with  as  Simple  Melan- 
choly, without  delusion  or  distinct  intellectual  derangement  of 
any  kind.  The  i)atient  is  aware,  and  admits  that  there  is  no 
real  cause  for  the  mental  depression,  but  is  quite  unable  to 
shake  it  off.  A sense  of  the  ludicrous  may  exist  along  with 
this  habitual  state  of  feeling.  A disposition  to  suicide  is  fre- 
quently ju'esent.  It  will  usually  be  found  that  the  general 
health  is  weak ; and  in  women  there  is  often  ansemia  and  fre- 
quently also  leucorrhoea. 

Hypochondriasis  passes  into  melancholia  when  the  more  or 
less  imaginary  troubles  that  affect  the  patient  amount  to  actual 
delusion,  out  of  which  he  cannot  be  reasoned.  In  illustration 
of  this, — a patient  complained  for  a long  time  of  uneasiness, 
and  sometimes  of  severe  pains  in  the  abdomen,  for  which  there 
was  no  very  obvious  cause;  then  she  became  miserable,  and 
declared  that  the  devil  himself  was  in  her  belly.  Her  first 
condition  could  not  be  pronounced  to  be  insanity,  but  when  the 
delusion  arose,  the  proof  of  it  was  clear.  In  hypochondri;isis  the 
depression  of  feeling  is  seldom  so  great  as  in  melancholia ; and 
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in  the  latter,  besides  delusions,  a disposition  to  suicide  is  more 
marked  than  in  the  former. 

Acute  melancholia  may  be  suddenly  caused  by  a severe  mental 
shock,  but  it  is  much  more  frequently  preceded  by  a long  pre- 
liminary stage  of  depression.  When  the  disorder  is  fully 
developed  the  unhappy  feeling  may  attain  to  one  of  despair. 
The  wretched  sufferer  may  utter  loud  lamentations,  tear  his 
hair,  strike  his  breast,  and  even  make  desperate  attemj)ts  at 
self-destruction.  It  is  seldom,  however,  that  the  condition  is 
so  bad  as  this ; but  there  are  all  degrees  between  simple  melan- 
choly aiad  the  state  just  described.  The  attitude  and  the  expres- 
sion betoken  the  mental  frame.  In  some,  the  arms  hang  heavily 
by  the  side,  the  eyes  ai’e  turned  downwards  towards  one  point, 
and  ai-e  almost  statue-like  in  the  fixity  of  their  gaze,  and  the 
angles  of  the  mouth  ai’e  depressed;  or — the  morbid  feeling  being 
more  acute — the  hands  are  clenched,  the  featui'es  are  tense,  and 
the  sufferer  moves  about  in  restless  asritation.  The  latter 
variety  is  less  common  than  the  former.  Notwithstanding  their 
misery,  melancholics  seldom  shed  tears ; their  sorrow  is  too 
deep  for  that.  In  most  cases  they  are  decidedly  worse  in  the 
morning,  just  after  awaking  from  sleep.  Though  in  general 
sleep  is  broken  and  much  disturbed  by  unhappy  dreams,  it  is  by 
no  means  so  deficient  in  amount  as  is  the  case  in  acute  mania. 
The  pulse  is  weak  and  not  accelerated;  the  skin  is  clammy 
and  cold,  and  the  lips  have  a purplish  tinge ; the  tongue 
is  apt  to  be  furred,  and  is  sometimes  indented  at  the  edges  ; 
the  bowels  are  generally  constipated,  and  the  breath  ofiensive, 
and  the  stools  ai'e  occasionally  deficient  in  bile.  There  is 
usually  amenorrhoea  in  women.  Kefusal  of  food  is  common, 
and  may  arise  from  delusion,  from  suicidal  intent,  or  from 
real  derangement  of  the  digestive  organs.  Precordial  anxiety 
is  not  uncommon  : and  in  some  cases  of  intermittent  melan- 
cholia the  paroxysm  begins  with  this  sensation,  which  seems 
to  the  patient  to  extend  upwards  to  the  head,  and  then  the 
gloom  and  mental  })ain  are  experienced.  In  some  cases — 
fortunately  rather  rare — the  physical  symptoms  correspond 
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closely  with  those  of  delirious  mania,  and,  as  in  it  also,  the 
mortality  is  high. 

There  is  a form  of  melancholia  known  as  Melancholy  loith 
stupor,  or  Melancholia  attonita.  It  has  two  varieties,  depending 
on  whether  the  element  of  stupor  or  that  of  profound  melan- 
choly prevails.  The  symptoms  are  much  alike  in  both.  The 
patients  stand  in  the  one  position,  or  continue  the  same  motion, 
heedless  of  what  passes  a7-ound ; they  require  to  be  fed,  and 
often  resist  artificial  feeding ; and  they  are  frequently  inatten- 
tive to  the  calls  of  nature.  The  circulation  is  languid,  and  the 
skin  is  cold  and  bluish.  The  varieties  are  best  distinguished 
by  the  aspect.  In  the  melancholic  the  features  are  tense,  and 
the  countenance,  as  a whole,  betrays  fear  or  anguish  so  deep 
tliat  the  mental  powers  are  overwhelmed ; whereas  in  the  other, 
while  a certain  amount  of  depression  is  evident,  stupidity  pre- 
dominates in  the  expression.  It  often  happens  in  this  form  of 
mental  disorder  that  serious  disease  in  other  organs,  particularly 
the  lungs,  may  be  insidiously  progressing  though  manifesting 
very  indistinct  symptoms. 

Acute  melancholia,  though  often  recovered  from  in  a few 
weeks  or  months,  may  become  chronic,  or  the  chronic  form  may 
supervene  on  acute  mania,  in  which  case  there  is  usually  more 
or  less  dementia  along  with  it.  Whatever  its  oi-igin,  melan- 
cholia, if  confirmed,  has  a tendency  to  pass  into  dementia, 
though  that  frequently  does  not  occur  for  many  years.  The 
chronic  forms  are  not  unfrequently  associated  with  disease  in 
one  or  other  of  the  abdominal  organs,  on  which  they  may  be  par- 
tially dependent.  The  ordinary  forms  are  incident  to  middle  or 
declining  life,  though  it  is  not  rare  to  meet  with  them  in  young 
people.  IMelancholy  with  stupor,  on  the  other  hand,  is  much 
more  a disease  of  youth  than  of  age. 

C1RCUL.A.U  Insanity  {Folie  circulaire  of  the  French)  is  a form 
in  which  mania  and  melancholia  alternate,  sometimes  with 
intervals  of  a few  days,  or  a week  or  two,  of  apparent  sanity. 
The  alternating  condition  often  partakes  more  of  dementia  than 
of  melancholia.  It  is  very  frequently  incurable. 
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Monomania  is  generally  used  to  signify  partial  insanity  of 
the  intellect.  The  term  is  misleading  if  it  be  regarded  as  mean- 
ing mental  unsoundness  on  one  subject,  the  judgment  and 
the  emotional  powers  in  other  respects  being  absolutely  free. 
However  limited  the  delusive  idea,  the  natural  tone  of  the 
mind  is  always  altered, — elevated  or  depressed,  expanded  or 
conti’acted, — and  there  is  also  a morbid  exaggeration  of  self- 
feeling.  At  the  same  time  cases  are  not  rare  where  the  in- 
tellect is  wonderfully  sound  and  vigorous  outside  the  sphere  of 
morbid  ideas.  Thus,  two  cousins,  men  about  forty  years  of  age, 
came  under  notice  at  the  same  time,  the  one  of  whom  fancied 
that  his  penis  was  once,  somehow,  tampered  with  by  his  fellow- 
workmen,  and  also  that  on  several  occasions,  without  his  con- 
sent, he  had  been  acted  on  by  electrical  agents ; whilst  the  other 
declared  that  he  himself  was  “a  little  Christ.”  On  all  other 
subjects  they  were  apparently  sensible,  intelligent  men,  Avith 
whom  one  might  talk  for  hours  without  discovering  their 
morbid  fancies,  unless  one  had  a clue  to  them  jireviously. 
However,  the  unhealthy  state  of  feeling  above  referred  to  was 
obvious.  The  delusions  of  monomania  are  of  endless  vaiiety. 
They  may  be  roughly  grouped  according  to  the  preA'ailing 
morbid  sentiment,  Avhich,  as  has  already  been  said,  lies  at  the 
root  and  precedes  formal  delusion.  One  class,  in  which  there 
is  exaltation  of  feeling,  is  characterised  by  morbid  ideas  respect- 
ing  poAver,  Avealth,  talents,  personal  appearance,  »fec.  In 
another  class,  suspicion  being  the  preA’ailing  sentiment,  the 
patient  may  probably  imagine  that  there  is  a plot  against  his 
life,  that  spies  dog  his  footsteps,  and  that  his  food  is  drugged. 
Prompted  by  such  fancies,  lunatics  in  a number  of  cases  have 
killed  their  imaginary  persecutors.  Hallucinations  and  illusions, 
especially  those  of  hearing,  besides  delusions  proper,  are  com- 
mon. They  are  very  important  should  they  assume  the  form 
of  “voices”  conveying  commands  to  the  patient,  and  particu- 
lai’ly  should  there  be  any  disposition  to  obey.  This,  as  pre- 
viously mentioned,  is  a frequent  source  of  suicide  and  homicide 
in  the  insane. 
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Monomania,  especially  when  accompanied  by  hallucinations 
of  hearing,  is  an  intractable  form  of  insanity.  Still,  occasional 
recoveries  do  take  place  after  it  has  lasted  for  several  years. 
In  most  cases,  as  time  passes,  additional  delusions  sj^ring  uj), 
and  the  morbid  circle  gradually  widens  till  the  intellect  is 
entirely  involved.  Then  there  is  also  incoherence,  the  mental 
degeneration  having  passed  into  incurable  dementia.  The 
general  bodily  health  during  this  slowly  progressive  mental 
decay  is  usually  very  good. 

General  Paralysis,  also  called  “ general  paresis,”  and  some- 
times “paralytic  dementia,”  is  a very  important  and  a very  fatal 
form  of  insanity.  It  is  peculiarly  a disease  of  middle  life,  seldom 
occurring  under  thirty  or  above  sixty  years  of  age.  It  is  at  least 
four  times  more  common  among  men  than  among  women.  Its 
ordinary  duration  is  from  two  to  three  years  j but  it  may  ter- 
mmate  fatally  in  six  months,  or  be  protracted  for  six  years  or 
longer.  When  the  disease  is  developed,  in  nine  cases  out  of  ten 
there  is  exaltation  of  feeling,  though  this  is  occasionally  pre- 
ceded by  a brief  period  of  depression  ; and  in  a few  very  excep- 
tional cases  there  is  melancholy  feeling  throughout  its  whole 
course.  After  this  brief  preliminai-y  stage  of  depression  has 
passed  away,  if  it  existed  at  all,  the  patient  becomes  restless  and 
flighty  in  his  manner,  and  impatient  of  control.  He  spends  his 
money  foolishly,  and  launches  foidh  into  wild  speculations. 
Then  the  characteristic  delusions  arise.  He  asserts  he  is  worth 
millions  of  money,  is  as  strong  as  Samson,  and  is  King  of  the 
Universe  : any  or  all  of  these  or  similar  extravagant  notions 
may  be  entertained.  Even  in  this  stage,  the  defective  memory 
and  the  inability  to  follow  out  any  subject  of  thought, 
reveal  the  enfeeblement  of  intellect;  and  emotional  weakness 
may  also  be  evident  in  the  aspect,  and  the  tendency  to  bursts 
of  passion  if  in  any  way  opposed.  At  this  period  there  is  also 
sometimes  a disposition  to  indulge  to  excess  in  alcohol,  and  to 
be  indecent  in  conduct  before  the  opposite  sex ; occasionally  a 
proclivity  to  steal  is  manifested.  The  delusions  usually  peisist 
to  near  the  fatal  close,  or,  at  least,  so  long  as  advancing  defect 
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m articulation  permits  of  their  being  recognised  ; but  even  they 
would  seem  sometimes  to  be  involved  in  the  utter  wreck  of 
mind  in  the  final  stage.  In  the  earlier  period  of  the  disease, 
maniacal  excitement,  with  destructive  tendencies,  is  very 
common. 

Indications  of  the  paralysis  appear  in  most  cases  shortly  after 
the  onset  of  the  psychical  disturbance.  The  two  sets  of 
symptoms  may,  however,  occur  simultaneously,  and  the  imralytic 
may  even  precede  the  mental  disorder.  These  indications  are 
first  noticeable  in  tremor  of  the  upper  lip,  especially  when  the 
zygoraatici  and  the  elevators  of  the  lips  are  in  action.  Certain 
movements  of  the  tongue  are  likewise  not  performed  with  their 
natural  precision.  The  patient  has  thus  difficulty  in  articulat- 
ing words  in  which  there  are  several  labials  or  liquids — Toler- 
able, February,  Constitutional — for  example.  The  defect  seems 
a thickness  or  slight  stuttering,  like  that  of  a person  in  the  first 
stage  of  drunkenness ; and  it  may  only  be  observable  at  this  period 
when  the  patient  is  under  emotion.  It  is  not  usually  till  after- 
some  weeks  or  even  months  have  elapsed  that  the  muscles  of  the 
lower  extremities  are  involved.  Then  there  is  observable  at 
first  a peculiar  cautiousness  of  gait,  with  slight  uncertainty  and 
unsteadiness,  most  distinct  when  about  to  turn  after  walkin"  a 

O 

few  paces.  The  arms  are  often  late  of  being  much  implicated, 
but  ultimately  they  do  not  escape.  As  the  disease  jrrogresses, 
the  articulation  becomes  more  and  more  indistinct,  the  tongue 
while  being  put  out  is  i)rojected  in  a jerky  manner,  and  a 
fibrillar  movement  is  observed  in  its  substance.  All  the 
muscles  of  the  face  are  involved,  and  a characteristic  hebetude 
of  expression  is  acquired.  Though  both  sides  are  generally 
affected  pretty  equally,  the  paralysis  occasionally  is  more  pro- 
nounced in  the  muscles  of  the  one  side  than  the  other.  When 
the  disease  is  far  advanced,  the  muscles  of  deglutition  and 
respiration  participate  in  the  increasing  ruin,  and  it  is  not  sel- 
dom that  death  occurs  from  choking  by  a morsel  of  ordinary 
food.  In  most  cases  after  it  has  reached  its  middle  staee. 
epileptiform  seizures  and  attacks  of  cerebral  congestion  occur 
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occasionally.  The  pupils  are  very  generally  unequal ; in  some 
they  are  minutely  contracted ; in  exceptional  ca.ses  they  are 
normal.  There  is  hypersemia  of  the  retina  in  the  early  stage, 
and  neuro-retinitis,  quickly  passing  into  atro[)hy,  when  the  dis- 
tinctive symptoms  of  the  disease  are  obvious  : there  are  not 
many  exceptions  to  this  rule.  Defect  in  cutaneous  sensibility 
is  not  very  marked  at  first,  but  later  its  existence  is  clear ; 
local  hypersesthesife  may  co-exist  with  it.  The  muscular  sense 
is  also  impaired  ; and  electric  contractility  suffers  at  an  advanced 
period.  When  the  disease  is  distinctly  progressing,  the  evening 
temperatiu’e  is  often  from  2°  to  4°  F.  above  the  normal.  Hiema- 
toma  auris  not  unfrequently  occurs  along  with  the  more  acute 
symptoms.  In  a few  cases,  during  the  course  of  the  disease,  there 
are  remarkable  remissions,  extending  over  a number  of  months, 
and  these  may  be  so  complete  that  a ciu-e  may  be  supposed  to 
have  been  effected ; but  unfortunately,  with  scarcely  an  excep- 
tion, there  is  a relapse,  leading  idtimately  to  a fatal  issue. 

In  private  practice  General  Paralysis  is  very  often  overlooked 
in  its  early  stage.  In  a few  exceptional  cases  the  diagnosis  is 
difficult,  but  in  the  great  majority,  when  the  symptoms  are 
looked  at  together — for  no  one  by  itself  is  pathognomonic — it  is 
easy,  and  a mistake  should  not  occur.  The  following  are  the 
leading  symptoms,  mentioned  in  their  order  of  importance : — 
Difficulty  in  articulating  certain  words,  and  tremor  of  the 
upper  lip ; emotional  weakness  with  exaltation  (it  may  be 
necessary  to  contradict  the  patient  before  these  are  properly 
manifested) ; grandiose  delusions ; general  feebleness  of  judg- 
ment and  menioiy  ; unsteadiness  of  gait ; inequality  of  pupils  ; 
hypertemia  of  retina,  followed  by  atrophy  of  optic  disc.  Some- 
times the  intense  self-feeling,  as  well  as  the  exaltation,  come  out 
most  distinctly  in  writing,  and  it  may  therefore  be  advisable  to 
ask  the  patient  to  write  his  views  on  any  subject  in  which  he 
may  seem  to  be  particulaidy  interested. 

The  disease  for  which  it  is  most  apt  to  be  mistaken  is  a form 
of  paralytic  dementia  due  to  long-continued  excesses  in  alcohol ; 
and  certainly  it  is  occasionally  very  difficult  to  distinguish 
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between  them.  This  is  not  surprising  when  it  is  remembered 
that  habits  of  drunkenness  are  sometimes  associated  with  over- 
indulgence  in  venery  in  the  production  of  real  general  paralysis. 
The  distinguishing  featui'es  of  the  alcoholic  variety  are  : — 
Stupidity  with  depression  of  feeling,  rather  than  emotional 
exaltation  with  intellectual  weakness  and  extravagant  delusions ; 
belief  in  present  or  past  hallucinations  of  the  alcoholic  type ; 
no  inequality  or  other  abnormal  state  of  pupils  ; defects  in 
articulation  partaking  of  a drawl  as  well  as  of  a stutter  ; absence 
of  retinal  change  except  congestion  at  first,  which  rapidly  sub- 
sides ; the  whole  aspect  one  of  obtuseness  rather  than  of  exalta- 
tion combined  with  feebleness.  Still,  cases  do  occur  now  and 
again  whei’e  the  paralytic  and  mental  symptoms  are  very  much 
alike  in  both  forms,  and  there  may  be  nothing  but  a history  of 
habitual  drunkenness,  and  of  a former  attack  or  attacks  of 
delirium  tremens,  with  normal  state  of  the  pupils  and  only 
slight  congestion  of  the  fundus  of  the  eye,  on  which  to  base  a 
rather  doubtful  diagnosis  of  alcoholic  dementia. 

Monomania  occasionally  bears  a degree  of  resemblance  to 
general  paralysis  in  its  early  stage.  The  delusions  may  be 
equally  extravagant  in  both,  but  in  the  former  there  is  less 
variability  in  their  character;  the  memory  is  good,  the  judg- 
ment in  other  respects  may  not  be  obviously  impaired,  and 
altogether  there  is  greater  mental  vigour.  Besides,  the  paresis 
of  the  muscles  of  articulation,  emotional  weakness,  <kc.,  are  not 
present. 

Locomotor  ataxy  in  its  ordinary  form  can  scai’cely  be  mis- 
taken for  the  disease  under  consideration.  But  the  pathological 
changes  in  the  cord  found  in  ataxy  would  seem  occasionally  to 
extend  to  the  medulla  oblongata  and  higher  parts  of  the  brain, 
inducing  defective  articulation  and  mental  disorder.  Delusions 
of  gi-andeur  are  not  a common  feature  of  insanity  arising  thus. 

It  will  suffice  merely  to  mention  that  the  mental  and  physical 
degradation,  which  are  often  found  in  epilepsy  of  long  standing, 
occasionally  bears  a general  resemblance  to  a somewhat  ad- 
vanced stage  of  general  paralysis,  in  which,  as  already  stated. 
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epileptiform  seizures  are  common ; an  inquiry  into  the  history, 
besides  a study  of  the  symptoms,  should  at  once  establish  the 
diagnosis. 

Dementia  is  usually  the  sequel  to  other  forms  of  mental  dis- 
order. Mania  occasionally  passes  into  it  after  a few  months, 
but  this  is  not  usual  till  a much  longer  time  has  elapsed. 
Melancholia  and  partial  intellectual  insanity,  as  a rule,  reach 
dementia  at  a considerably  later  period  than  mania  does  : often 
not  for  many  years.  The  condition  ranges  in  degree  from  slight 
enfeeblement,  characterised  by  dulness  of  apprehension,  weak- 
ness of  memory,  and  inability  to  follow  out  a subject ; or  by 
genei’al  silliness  of  language  and  conduct ; to  complete  mental 
disorganisation,  in  which  the  patients  are  unable  to  comprehend 
the  simplest  questions,  and  require  all  their  wants  to  be  attended 
to  like  an  infant.  In  most  cases,  however,  even  when  the 
intellect  is  in  this  degraded  state,  dements  can  take  their  food 
themselves.  When  the  psychical  ruin  is  less  complete,  but 
still  in  cases  where  there  is  great  incoherence  of  thought, 
patients  are  quite  able  to  follow  manual  occupations,  such  as 
shoemaking  or  tailoring,  to  which  they  had  been  trained  previ- 
ous to  their  insanity.  The  bodily  health  in  this  state  is  gene- 
rally good,  and  there  may  be  marked  obesity. 

In  dementia  there  may  usually  be  observed  traces  of  the 
particular  form  of  derangement  which  prevailed  at  the  departure 
from  mental  health.  Thus,  in  the  epileptic  variety,  irritability 
and  a disposition  to  violence  are  marked  features  ; in  the  gene- 
ral paralytic  form  there  are  the  delusions  of  grandeur ; in  that 
of  monomania  fragments  of  the  original  delusions  are  often 
obseiwable ; and  when  it  results  from  mania  there  are  occa- 
sional bursts  of  excitement  with  incoherence  and  fragmentary 
delusions,  making  it  occasionally  difficult  to  tell  whether  a par- 
ticular case  ought  to  be  regai’ded  as  chronic  mania  or  dementia. 
The  vestiges  of  the  primary  mental  disorder  are  not,  however, 
traceable  in  the  last  stage,  except  in  the  epileptic  and  paralytic 
varieties. 

Senile  dementia  is  particulaily  characterised  by  failure  of 
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memoiy  respecting  recent  events,  wliile  the  long  past  is  often 
lenienibered  Avith  considerable  accuracy.  There  is  also  more  or 
less  incolierence  of  ideas.  Sometimes  there  are  delusions  which 
are  seldom  persistent,  though  while  they  last  they  may  incite 
to  violence.  Feebleness  of  purpose  and  facility  of  disposition 
are  ordinary  features.  Cases  are  to  be  met  with  in  which  there 
are  occasional  attacks  of  maniacal  excitement,  lasting  for  a 
few  days,  and  followed  by  depression  and  exhaustion.  A ten- 
dency to  indecency  of  conduct  has  been  manifested  in  a number 
•of  instances.  The  j:)hysical  signs  of  old  age  accomjiany  this 
mental  condition.  From  various  causes  senility  may  aj^pear 
long  before  the  usual  period  of  life. 

Senile  dementia  may  occur  in  a different  form,  presenting  at 
its  commencement  features  resembling  a common  varietv  of 
monomania,  that,  namely,  of  suspicion.  Groundless  jealousy 
of  near  relatives  and  aversion  to  them  may  be  the  earliest 
marked  symptoms ; but  there  are  usually  also  other  indications 
of  mental  disturbance,  such  as  violent  explosions  of  anger  from 
trifling  causes,  along  with  strange  and  extravagant  conduct, 
•quite  at  variance  with  the  previous  disposition  of  the  individual. 
Ere  long  failing  memory  and  other  evidences  of  general  intel- 
lectual enfeeblement  reveal  the  adA^ancement  of  the  mental 
decay. 

Although  dementia  is  the  usual  form  of  mental  derangement 
in  advanced  life,  it  Avould  be  a mistake  to  suppose  that  it  is  the 
•only  one ; both  monomania  and  mania  are  met  Avith  occasionally. 
But  occurring  then,  these  other  forms  often  partake  someAvhat 
of  dementia. 

Organic  dementia  is  the  name  given  to  a variety  Avhich  occa- 
sionally follows  apoplectic  seizures  Avhere  thei-e  is  no  paralysis, 
•or  Avhich  is  associated  Avith  hemiplegia  or  other  obvious  organic 
disease  of  the  brain.  In  the  majority  of  hemiplegics,  both  old 
and  young,  there  is  marked  emotional  Aveakness,  manifested  by 
a tendency  to  Aveep  immodei-ately  to  appearance,  though  it  is 
seldom  that  any  tears  are  shed.  Occasionally  in  the  same  per- 
son there  is  an  eqiial  readiness  to  laiigh,  but  the  fit  of  laughter 
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generally  ends  in  weeping  of  the  form  described.  The  memory 
is  also  weak  and  the  judgment  impaired.  AVheii  the  paralysis 
is  on  the  right  side,  and  is  accompanied  by  aphasia,  there  is,  as 
a rule,  less  indication  of  weakened  feeling  than  Avhen  it  is  on 
the  left  side.  In  very  many  cases  of  organic  dementia  the 
patients  are  stupid,  silly,  and  facile ; and  on  the  physical  side, 
besides  paralysis,  they  sutler  from  disease  of  the  heart  or  kidneys 
and  frequently  of  both  organs. 

Acute  or  2U'iniarij  dementia  is  very  different  in  its  nature  from 
the  varieties  which  have  been  described.  It  occurs  in  the 
young,  more  frequently  in  women  than  in  men,  and  is  prone 
to  affect  those  avIio  are  naturally  feeble-minded  and  excitable, 
more  particularly  if  there  be  a hereditary  tendency  to  insanity. 
It  is  usually  the  result  of  a severe  mental  shock,  such  as  fright, 
unexpected  bad  news,  &c.;  and  its  occurrence  is  often  quite  sudden 
or  within  a few  days  after  the  shock  has  been  sustained.  The 
powers  of  the  mind  are  in  almost  complete  abeyance,  but  they 
are  not  destroyed.  The  patients  stare  vacantly  when  addressed, 
evidently  not  understanding  what  is  said  to  them.  They  per- 
haps make  grimaces,  or  perform  actions  automatically,  but  more 
commonly  they  remain  in  the  same  position,  unless  moved  from 
it,  their  arms  hanging  heavily  by  their  sides,  and  their  aspect 
blank  and  stupid.  Their  circulation  is  languid,  the  extremities 
and  features  being  bluish,  and  their  general  condition  is  soft  and 
flabbv.  Nutrition  is  not  well  maintained,  and  they  occasionally 
become  considerably  emaciated.  They  are  often  inattentive  to 
the  calls  of  nature.  The  prognosis  of  this  form  is  generally 
favourable,  but  the  writer  has  seen  several  cases,  especially 
when  the  cause  was  fright,  where  the  disorder  became  per- 
manent. He  has  also  observed  an  attack  of  acute  mania  in- 
tervene between  this  state  and  recovery.  Usually,  however, 
it  gradually  passes  away,  pari  ]mssu,  with  the  restoration  of  the 
general  health. 

It  will  be  observed  that  acute  dementia  resembles  somewhat 
closely  “ melancholy  with  stupor.”  The  two  forms  are  distin- 
guished chiefly  by  the  facial  expression  ; in  the  latter,—  at  least 
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in  the  more  common  variety— it  is  intent  and  fixed,  indicative 
of  the  profound  mental  concentration ; whereas  in  the  former 
it  IS  vacant  and  meaningless.  However,  in  cases  where  the 
element  of  stupor  predominates  over  the  melancholy,  the  dia- 
gnosis is  sometimes  very  difficult. 

Idiocy. — Idiots,  considered  pathologically,  have  been  arranged 
by  Dr.  Ireland  into  ten  different  groups  ; but  looked  at  broadly 
and  generally,  in  relation  to  their  symptoms,  they  may  be 
divided  into  two  great  classes— the  apathetic  and  the  agitated— 
between  which  there  is  every  grade.  Individuals  of  the  lower 
types  of  the  first  class  have  often  awkwai'd,  clumsy,  and  ill- 
projiortioned  bodies  and  coarse  features;  lips  thick  and  everted; 
teeth  irregular  and  decayed  ; gums  swollen ; ears  ill-formed 
and  large.  Their  heads  are  in  general  of  good  size,  and  are 
sometimes  larger  than  the  average  ; but  they  are  misshapen 
and  not  unfrequently  flattened  in  the  occipital  region.  Mentally 
they  are  often  gloomy,  generally  passive,  but  sometimes  pas- 
sionate and  dangerous.  The  agitated  class  are  quick  and  flighty, 
and  run  about  laughing,  crying,  and  gesticulating.  They  are 
subject  to  bursts  of  passion,  and  are  often  pugnacious.  They 
have  in  general  abnormally  small  but  well-formed  heads.  In 
both  classes  attention  and  perception  are  exceedingly  feeble ; 
there  is  little  memory  and  less  judgment;  and  the  will  is 
imperfect — their  acts  being  usually  the  results  of  impulses 
originating  in  theii’  sensations.  Occasionally  there  is  an  excep- 
tional development  of  a particular  faculty  or  talent,  most  fre- 
quently that  of  music.  Speech  is  very  defective,  and  many 
■cannot  articulate  at  all ; squint  is  common  ; and  a large  propor- 
tion, especially  whei-e  the  condition  is  congenital,  have  what  has 
been  called  the  saddle-shaped  palate, — that  is,  a palate  whose 
arch  is  considerably  higher  than  the  normal.  A.  large  propox’- 
tion  have  a tendency  to  be  of  dirty  habits,  and  occasionally  the 
sexual  ajxpetite  is  veiy  stiongly  developed. 

Idiots,  as  well  as  imbeciles,  and  particulaidy  the  lattei*,  may 
have  attacks  of  melancholia,  or  monomania,  but  most  frequently 
of  mania.  The  acquired  disorder  may  pass  away,  leaving  the 
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patient  much  as  before  the  seizure,  or  it  may  continue  to  some 
extent,  modifying  the  original  condition. 

Dr.  Ireland  holds  that  even  in  early  infancy  idiocy  may  be 
recognised  by  the  slowness  or  awkwardness  of  the  child’s 
motions.  He  says  : “ If  laid  flat  upon  his  face,  he  will  sink 
upon  the  floor,  whereas  a normal  child  of  a few  months  will  try 
to  right  itself,  or  cry  for  assistance.”  When  a little  older,  the 
wandering,  unsettled  eye,  the  inability  to  fix  the  attention,  the 
slowness  and  inaptitude  to  learn,  and  the  general  vacancy  of 
expression,  reveal  the  mental  defect.  The  state  of  the  palatal 
arch,  when  present,  is  a valuable  aid  to  diagnosis. 

The  Diagnosis  of  Insanity  from  Delirium. — It  is  first  of 
all  to  be  noticed  that  in  certain  cases  there  is  no  real  difference 
between  insanity  and  delirium  : thus  mania,  occuiring  in  the 
course  of  pneumonia  or  in  an  advanced  stage  of  phthisis  pulinon- 
alis,  is  sometimes  simply  delirium  of  an  acute  type.  However, 
cases  in  which  the  two  states  approximate  so  closely  are  not 
very  common,  and  in  general  the  distinction  is  quite  obvious, 
being  marked  by  definite  characters.  (Compare  p.  198.) 

Delirium  is  very  generally  pi’eceded  for  some  days  by  other 
and  more  characteristic  symptoms  of  the  disease  on  which  itself 
is  dependent.  Should  that  be  inflammation  of  the  lungs  or 
brain  or  other  leading  organ ; or  severe  injury  of  extremities  or 
other  parts,  inducing  inflammation  ; or  one  of  the  specific  fevers, 
or  small-pox,  or  other  animal  poison  in  the  system  ; ordinary 
symptoms  of  the  particular  moi’bid  state  will  usually  have  been 
manifest  before,  the  mental  disturbance  appears.  The  character 
of  the  delirium  in  the  first  instanee,  and  also  often  throughout 
its  entire  course,  is  in  most  cases  quiet  rambling  or  incoherence, 
and  these  symptoms  are  most  apt  to  show  themselves  at  night, 
especially  when  the  patient  is  di'owsy,  and  no  one  is  addressing 
him.  Associated  with  it  there  are  also  frequently  hallucinations, 
particularly  of  vision.  Occasionally,  however,  the  excitement  is 
greater,  and  the  patient  can  with  difficulty  be  controlled.  Should 
it  spring  up  after  injury  in  one  of  drunken  habits,  we  have  often 
much  excitement  and  violence,  along  with  fear  and  hallucinations. 
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This  state  frequently  partakes  mox-e  of  ephemeral  mania  than  of 
oidinaiy  clelu'ium  tremens.  But  though  delirium  is  usually  a 
late  event  in  the  disease  of  which  it  is  symptomatic,  occasionally, 
and  particularly  in  children,  it  occurs  early  in  its  couree ; in 
that  case,  however,  it  is  accompanied  by  a temperature  mark- 
edly  elevated,  and  by  other  acute  febrile  symptoms. 

The  physical  symptoms  that  accompany  delirium  are  com- 
monly high  temperature,  very  quick  pulse,  furred  dry  tongue, 
parched  skin,  injected  conjunctivae,  scanty  high-coloured  urine, 
Ac. — in  hxct  such  as  indicate  the  febrile  state.  These,  it  will 
be  observed,  do  not  correspond  with  the  condition  in  the  most 
common  form  of  acute  mania,  where  the  febrile  action  is  slight, 
if  there  be  any  at  all.  In  establishing  the  diagnosis  no  .symptom 
is  so  reliable  as  the  temperature.  Indeed,  the  determination  of 
this  point  may  be  regarded  as  of  so  much  importance  that  it 
might  be  laid  down  as  a rule  that  in  any  case  Avhere  the 
temperature  is  distinctly  above  the  normal,  as  ascertained  by 
the  thermometer,  or  even  by  the  hand,  if  the  thermometer  can- 
not be  used,  the  examination  should  not  be  regai’ded  as  complete 
until  it  be  ascertained  if  inflammatory  action  in  one  of  the  leading 
organs,  or  if  one  of  the  continued  fevers,  does  not  occasion  the 
mental  disturbance.  In  delirious  mania,  however,  there  is  often 
elevated  temperature  with  other  febrile  indications,  but  they  are 
seldom  so  marked  as  in  ordinary  delirium.  Further,  in  this 
form  of  mania  the  excitement,  as  a rule,  is  higher  and  more 
constant  than  in  delirium,  continuing  Avithout  the  least  remis- 
sion, or  Avith  snatches  of  sleep  of  not  more  than  half-an-hour  or 
an  hour  in  duration,  for  days  and  nights  together : Avhereas  the 
excitement  and  incoherence  of  delirium  generally  A^ary  consider- 
ably in  their  intensity,  being  often  Avorse  at  night  than  during 
the  day. 

Much  aid  in  the  formation  of  the  diagnosis  Avill  be  obtained 
by  the  observation  of  the  special  sym])toins  of  local  disease, 
should  these  be  present.  It  is  probably  most  frequently  in 
relation  to  the  early  stage  of  acute  meningitis  that  doubt 
arises.  In  it  there  is  generally  injection  of  the  eye  and  flu.shing 
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of  the  face,  intolerance  of  light  and  sound,  considerable  headache, 
vomiting,  contracted  pupils,  pain  and  spasmodic  movements  in 
the  extremities,  and  high  temperature ; and,  as  the  disease  pro- 
gresses, squinting,  general  convulsions,  dilated  pupils,  tfec. 

It  will  be  sufficient  to  mention  that  typhus  fever  has  been 
mistaken  for  mania  : the  high  temperature,  parched  skin,  ferretty 
eyes,  and  eruption,  wdth  history,  should  make  the  diagnosis  clear. 

From  the  observations  that  have  been  made,  it  will  be  imder- 
stood  that  the  diagnosis  of  delirium  from  the  varieties  of  mania 
which  it  at  all  resembles,  rests  much  more  on  the  history  of 
the  illness  and  on  indications  of  existing  acute  physical  disease 
than  on  any  very  marked  difference  between  the  mental  symp- 
toms in  the  two  conditions. 

Mere  drunkenness  has  been  mistaken  for  insanity  even  by 
medical  men.  A little  inquiry  into  the  case,  and  the  obsei’va- 
tion  of  the  too  familiar  symptoms  of  intoxication  should  prevent 
such  an  error. 

The  Mode  of  examining  a Person  supposed  to  be  Insane 
is  a matter  of  considerable  importance.  There  is  generally  little 
difficulty  where  ordinary  mania  or  melancholia  are  concerned, 
at  all  events  when  they  are  fully  developed ; it  is  experienced 
most  frequently  in  the  varieties  of  partial  insanity.  In  some 
cases  even  the  introduction  to  the  supposed  lunatic  is  no  easy 
matter.  No  general  rule  of  procedure  can  possibly  be  laid 
down,  as  this  must  vary  according  to  the  social  status,  the  habits, 
the  mental  peculiarities,  and  many  other  circumstances.  The 
frank  bluntness  of  address  that  might  suit  a labourer  would 
scarcely  be  acceptable  to  an  educated  gentleman.  The  writer’s 
practice  is  generally — not  in  all  cases — to  drop  the  title  of  “ Dr.” 
and  to  be  introduced  as  “Mr.”  It  has  seemed  sometimes  that  the 
announcement  of  the  medical  title  has  at  once  aroused  a feeling 
of  suspicion  and  hostility,  and  rendered  the  inquiry  very  diffi- 
cult. A few  easy  general  observations  may  suffice  to  establish 
agreeable  relations  between  the  physician  and  the  patient  before 
the  professional  nature  of  the  visit  is  revealed.  This  in  the 
gi'eat  majority  of  cases  it  would  be  unwise  to  tiy  to  conceal,  as 
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most  patients  would  at  once  resent  any  attempt  at  deception. 
It  will  often,  then,  be  advisable  to  quietly  state  to  the  patient 
that  you  are  a physician ; that  you  understand  from  liis  re- 
latives that  he  has  been  somewhat  out  of  sorts  lately ; that 
possibly  it  might  be  only  supposition  on  their  part,  but  it  would 
allay  tlieir  anxiety  if  he  would  kindly  answer  a few  questions 
respecting  his  health.  This  being  conceded,  it  will  be  well  in 
the  first  instance  to  make  some  medical  inquiries  of  an  ordinary 
kind  and  then  to  extend  the  investigation  to  the  special  senses, 
particularly  those  of  hearing  and  sight.  Cautiously  ask  respect- 
ing noises  in  the  ear,  and  if  they  resemble  whispers  or  loud 
voices,  and  what  they  say ; and  in  relation  to  the  eyes,  if  motes 
or  other  unusual  objects  be  seen,  if  they  assume  special  forms, 
and  if  so,  what  they  are  like.  Then  lead  the  conversation  on  to 
matters  relating  to  home  and  family,  business  prospects,  religious 
views,  &c.  Of  course  the  particular  line  of  inquiry  will  frequently 
be  guided  by  information  previously  obtained  from  relati^'es  and 
friends,  though  this  in  some  cases  is  incorrect  and  in  others  is 
defective.  It  occasionally  happens  that  near  relatives  who  are 
constantly  beside  the  patient  are  quite  unaware  of  the  existence 
of  dangerous  delusions.  In  most  cases  the  general  bearing  and 
expression  of  countenance  indicate  the  natui-e  of  the  morbid 
ideas ; and,  especially  where  the  history  is  imperfect,  this  guide 
will  save  an  immense  amount  of  trouble  by  at  once  suggesting 
the  kind  of  questions  best  fitted  to  draw  them  out.  The 
psychological  physician  should  be  skilled  in  physiognomy. 
Many  useful  hints  in  prosecuting  the  investigation  ai’e  also 
frequently  obtained  by  the  observation  of  peculiarities  of  dress, 
oddities  about  the  room,  and  sundry  other  things. 

But  perhaps  at  the  very  commencement  of  the  interview  the 
patient  indignantly  resents  the  idea  that  he  is  ill  at  all.  Then 
the  most  judicious  plan  will  sometimes  be  to  sympathise  with 
his  indignation ; to  ask  what  could  have  made  the  relatives 
suppose  that  his  health  was  impaired  ; and  to  inquire  if  it  could 
be  due  to  any  plot  or  conspiracy,  and  if  so,  what  may  be  the 
motive.  This  may  bring  out  delusions  of  suspicion,  which  are 
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common  in  cases  where  difficulty  in  the  examination  is  expei-i- 
enced.  Occasionally  a lunatic  who  is  very  reticent  in  conversa- 
tion, will  express  his  views  more  freely  in  writing,  and  in 
this  way  the  existence  of  delusions  may  be  ascertained. 

These  observations  illustrate  the  genei’al  method  of  pro- 
cedure ; they  cannot  do  more,  as  the  investigation  in  each  case 
ought  to  be  based  on  the  featiu-es  which  are  peculiar  to  it.  It 
need  only  be  further  remarked  that,  should  the  patient  be 
melancholic,  the  inquiry  ought  always,  if  possible,  to  demon- 
strate the  presence  of  a disposition  to  suicide  when  it  exists,  as 
it  so  often  does  in  this  condition.  Generally  the  j^X)int  may  be 
determined  by  indirect  questions,  but  occasionally  it  is  neces- 
sary to  ask  the  patient  plainly  if  he  is  weary  of  life  and 
contemplates  self-destruction. 

Family  History. — As  insanity  is  a highly  hereditaiy  disease, 
it  is  important  to  inquire  respecting  its  existence  in  the  family 
to  which  the  patient  belongs.  But  the  inquiry  should  not  be 
restricted  to  mental  disorder,  as  it  is  now  well  established  that, 
in  the  descent  from  one  generation  to  anothei*,  various  neurotic 
affections — such  as  epilepsy,  chorea,  hysteria,  a disposition  to 
habitual  drunkenness,  particularly  in  its  paroxysmal  form,  &c., 
are  mutually  interchangeable  (compare  p.  47).  Thus  it  is 
common  for  an  epileptic  parent  to  beget  an  idiotic  or  imbecile 
child ; or  conversely,  the  offspring  of  an  imbecile  father  or 
mother,  or  of  one  who  has  been  insane,  or  is  of  the  insane 
temperament,  may  be  epileptic  or  idiotic.  The  prognosis  of  the 
mental  illness  would  be  more  serious  if  a strong  hereditary 
taint  were  present : not  that  the  prospect  of  recovery  from  an 
attack  of  insanity,  which  otherwise  might  be  curable,  would 
thereby  be  much,  if  at  all,  diminished ; for  this  is  scarcely  less 
frequent  than  where  no  such  taint  is  in  the  constitution. 
Thei-e  would,  however,  as  an  expression  of  the  ancestral  defect, 
be  a greater  tendency  for  the  type  of  disease  to  be  more  gi’ave 
from  the  beginning — showing  itself,  for  instance,  at  firat  as  a 
slight  deviation  from  the  normal  standard,  and  then  gradually 
merging  into  incurable  insanity.  As  a further  illustration  of 
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the  constitutional  vice,  it  is  worthy  of  note  that  in  patients 
who  have  recovered  from  one  or  more  attacks,  recurrence  is 
particularly  to  be  dreaded.  The  lower  forms  of  mental  disease, 
such  as  imbecility  or  idiocy,  are  peculiarly  apt  to  be  transmitted 
from  ])arent  to  child,  and  a repetition  of  consanguineous  mar- 
riages in  the  family  is  apt  to  become  very  disastrous  in  this 
way.  The  establishment  of  puberty  is  very  trying  to  the 
mental  stability  of  those  in  whom  a marked  hereditary  ten- 
dency exists,  especially  to  women ; so  also  are  pregnancy  and 
childbirth.  Expeiience  shows  that,  as  a iule,  the  hereditaiy 
tendency  is  more  prone  to  be  transmitted  from  father  to  son 
than  from  father  to  daughter,  and  from  mother  to  daughter 
than  from  mother  to  son.  It  is  to  be  borne  in  mind  that  the 
existence  of  insanity  in  the  family  is  often  denied  by  the  rela- 
tives. The  inquiry  is  a delicate  one,  and  should  be  carried  out 
with  consideration  for  the  feelings  of  those  concerned. 

Question  of  Asylum  Treatment. — If  the  medical  examiner 
be  satisfied  that  his  patient  is  insane,  he  will  next  require  to 
consider  what  advice  he  should  give  to  the  friends — whether 
he  should  recommend  immediate  removal  to  an  asylum,  or  a 
trial  of  treatment  at  home,  or,  at  all  events,  elsewhere  than  in 
such  an  institution : the  matter  is  one  of  great  practical 
importance,  and  is  at  the  same  time  one  sometimes  very  diffi- 
cult to  determine.  Many  considerations  besides  those  of  a 
medical  character  must  be  weighed  in  seeking  to  arrive  at  a 
correct  conclusion.  Thus  it  will  be  obvious  that  if  the  patient 
be  wealthy,  and  have  kind,  judicious  relatives,  and  if  his  house 
be  in  a retired  situation  and  have  private  gi'ound  attached,  it 
will  not  be  necessary  to  insist  on  so  early  removal  to  an  asylum 
as  if  he  be  a labourer  living  in  a small  house  in  a crowded 
neighbourhood ; for  in  the  former  case  the  patient  already 
possesses,  or  Ccxn  readily  pi'ocure,  many  of  tlie  advantages 
which  an  asylum  presents,  but  which  the  poorer  man  can  have, 
nowhere  else.  But  though  these  points  ought  to  form  an 
important  element  in  the  judgment,  the  main  grounds  will 
rest  in  the  character  of  the  disorder  itself.  The  indications 
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derived  from  it,  however,  can  only  be  stated  in  a general 
wny.  Should  the  insanity,  though  characterised  by  a con- 
siderable amount  of  excitement,  be  quite  sudden  in  its  onset, 
without  distinct  premonitory  symptoms,  the  attack  often 
passes  away  quickly  j a sudden  seizure  should  then,  other  cir- 
cumstances not  being  unfiivourable,  dispose  to  a trial  of  home 
treatment.  More  particularly,  the  following  forms  are  fre- 
quently of  short  duration,  namely,  those  that  result  from 
alcohol,  with  the  exception  of  the  paralytic  dementia  produced 
by  that  agent  j the  milder  attacks  of  mania  that  are  apt  to 
occur  about  the  establishment  of  puberty  in  both  sexes,  especi- 
ally in  the  female  j the  so-called  metastatic  forms,  occurring  in 
rheumatic  and  gouty  constitutions  j the  slighter  seizures  aftei 
childbirth  and  through  over-lactation,  though  there  is  consider- 
able uncertainty  respecting  both  of  them  ; in  all  these  cases  the 
medical  attendant  would  be  justified  in  advising  that  the  efiects 
of  medicinal  agents  and  other  measures  at  home  should  be  tested 
in  the  first  instance.  Patients  suffering  from  mild  types  of 
melancholia  are  also  frequently  treated  under  the  care  of 
relatives ; but  the  physician  must  never  forget  the  tendency  to 
suicide  in  such  cases.  Attacks  of  epileptic  insanity  likewise 
generally  soon  pass  away,  but  then  they  not  infrequently  recur 
in  connection  with  fresh  seizures ; and,  indeed,  the  mental 
state,  even  at  its  best,  of  epileptics  who  have  reached  this  stsige 
of  their  disease  is  commonly  such  that  the  asylum  is  the  most 
suitable  place  for  them.  On  the  other  hand,  insanity  of  slow 
development,  which  has  gradually  attained  a considerable  degree 
of  intensity,  is  not  likely  to  be  of  short  duration  • general 
paralysis  is  an  unmanageable  as  well  as  an  incurable  form ; and 
varieties  which  present  suicidal  or  homicidal  features,  or  both, 
are  dangerous ; all  these  should  be  consigned  to  an  asylum  at 
once.  Further,  with  respect  to  the  class  in  which  this  ex- 
treme measure  may  have  been  at  firet  delayetl,  should  thei'e 
be  no  impi’ovement,  and  particularly  should  thei'e  be  rather  an 
aggravation  of  the  symptoms  after  ten  days  or  a fortnight  of 
treatment  at  home,  it  will  then  in  most  cases  be  the  wisest 
course  to  recommend  removal  to  an  asylum. 
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CHAPTER  IX. 

DISORDERS  OE  THE  RESPIRATORY  AND 
CIRCULATORY  SYSTEMS. i 

YSPNQilA,  want  of  breath,  difficulty  in  breathing,  pain  in 


the  chest,  palpitation  of  the  heart,  cardiac  spasm  and 
anguish,  a sense  of  impending  suffocation,  and  all  forms  of 
laboured  and  obstructed  breathing,  require  so  far  to  be  con- 
sidered in  one  group,  as  they  frequently  simulate  each  other,  or 

1 The  subjects  dealt  with  in  this  chai>ter  are  usually  treated  of  pretty  fully 
in  the  various  text  books  of  medicine.  They  must  also  be  considered  in  con- 
nection with  the  physical  examination  of  the  chest  (see  Chapter  xvi.  of  this 
book,  and  the  works  referred  to  there).  Vols.  III.  and  IV.  of  Eeynolds’s 
“ System,”  and  Vols.  IV.,  V.,  and  VI.  of  Ziemssen’s  “ Cyclopajdia  ” may  be 
consulted  for  full  articles.  Walshe  on  Diseases  of  the  Heart  and  Lungs ; 
Salter  on  Asthma  ; Hayden,  Balfour,  and  Sansom  on  Diseases  of  the  Heart  ; 
Waters  on  Diseases  of  the  Chest,  &c.,  may  also  be  named  ; and  likewise 
Gairdner’s  papers  on  Bronchitis  {Edinhirgh  Monthly  Journal,  18-50-51), 
various  chapters  in  his  “ Clinical  Medicine,”  and  his  article  on  Angina  Pec- 
toris in  Keynolds’s  “System,”  Vol.  IV.  The  classical  treatise  of  Laennec 
may  also  be  consulted.  Some  of  the  subjects,  such  as  Pertussis,  Laryngismus 
stridulus.  Croup,  and  Diphtheria,  are  dealt  with  very  fully  in  works  on  the 
diseases  of  children.  Surgical  treatises,  esi)ecially  Holmes’s  “System,”  and 
Holmes’s  work  on  “The  Surgical  Treatment  of  the  Diseases  of  Infancy," 
contain  much  that  demands  attention,  on  subjects  connected  with  disorders 
of  the  throat,  the  haemorrhagic  diathesis,  &c.  Trousseau’s  lectures  may  be 
refeiTed  to  with  great  advantage  on  many  of  the  matters  under  consideration. 
The  description  of  the  newer  methods  of  examining  the  blood  are  only  to  be 
found,  as  yet,  in  the  various  periodicals.  Dr.  Wni.  Roberts’s  lecture  on 
Contagium  Vivum  may  be  referred  to  for  a short  statement  on  the  organisms 
found  in  the  blood.  See  also  Bennett  on  Leucocythasmia. 
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become  mixed  up  together.  They  depend  on  the  most  diverse 
causes.  Amongst  these  may  be  named  nervous  or  spasmodic 
asthma ; inflammatory  aflections  of  the  larynx,  ti*achea,  lungs, 
bronchi,  pleui-a,  and  pericardium ; destruction  of  the  lung  and 
perforation  of  the  pleura  with  pneumothorax;  inflammations 
or  abscesses  about  the  throat,  laiynx,  or  oesophagus;  various 
forms  of  cardiac  disease ; aneurismal  and  other  thoracic  tum- 
ours; thrombosis  and  embolism  of  the  pulmonary  artery;  dropsy 
of  the  abdomen  and  of  the  pleura  and  pericax-dium  ; abdominal 
swelling  and  tumours  when  bulky,  and  even  some  which  are  not 
very  large  (including  the  gravid  uteiais) ; spasm  of  the  glottis  as 
an  isolated  afiection  (laryngismus  stridulus),  as  well  as  an 
incident  in  other  diseases ; ursemic  conditions  and  other  forms 
of  defective  renal  activity ; and  certain  varieties  of  ansemia, 
chlorosis,  and  hysteria. 

DYSPNCEA,  PALPITATION,  THORACIC  PAIN,  &c. 

The  subject  of  Dyspnoea  must  be  approached  in  various  ways. 
(1)  By  trying  to  discover  from  the  patients  the  character  of  their 
distress,  and  the  causes  of  its  aggravation,  as  noticed  by  them- 
selves. (2)  By  observing  the  patient  as  regai’ds  the  number  of 
resjnrations,  the  appearance  of  laborious  breathing,  the  evidence 
of  acute  suffering,  or  of  mortal  texTor;  by  noticing  axxy  ap- 
pearance of  cyaixosis  and  lividity,  or  of  pallor  iix  the  face ; and 
by  scrutinising  the  sounds,  whether  crowing,  hoarse,  gxxx'gling, 
or  choking,  emitted  dxxring  respiration.  We  must,  likewise, 
notice  the  attitixde  assumed  by  the  patient  during  aix  attack, 
and  the  character  of  the  coixgh  aixd  expectox’ation  when  these 
are  present.  (See  pp.  268,  277,  282.)  Pax-oxysms  of  coughiixg 
from  any  caxxse  may  of  themselves  px-oduce  considex-able  dys- 
pnoea, and  fx’eqvxently  aggravate  it  when  they  ai-e  severe.  (3) 
By  an  appreciation,  where  this  is  possible,  of  the  previous  facts 
or  histox-y  of  the  case ; pax’ticularly  as  to  any  known  disease  in 
the  heart,  lungs,  pleura  or  pericax'dium,  or  anything  likely  to 
lead  to  perforation  of  the  pleui-a  (phthisis,  abscess,  tkc.);  any 
rheumatic  attack  likely  to  give  rise  to  pericarditis  or  eixdo- 
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carditis;  anything  predisposing  to  thrombosis  or  embolism  in 
the  pulmonary  artery  (the  puerperal  state,  venous  thrombi,  and 
dilated  heart);  any  condition  predisposing  to  rapid  dropsy, 
especially  into  the  pleura,  pericardium,  or  pulmonary  tissue 
(scarlatinal  nephritis  in  particular);  any  known  tendency  to 
angina  pectoris  or  spasmodic  asthma  in  the  individual  or  in  his 
family ; and  any  preliminary  symptoms  of  diphtheria,  croup,  or 
laryngitis.  (4)  By  an  examination  of  the  thoracic  and  other 
organs.  By  this  we  can  often  detect  whether  the  air  is  pre- 
vented from  entering  the  lungs  by  tumour,  pressure,  or  spasm 
in  the  upper  portions  and  larger  divisions  of  the  respiratory 
tract,  or  by  the  presence  of  fluid  or  air  in  the  plem-a,  or  by 
oedema  and  exudation  into  the  bronchi,  or  by  other  forms  of 
pulmonary  or  pleuritic  disease.  We  can  sometimes  also  de- 
tect evidences  of  heart  disease,  pericarditis,  or  efiusion,  although 
the  distressed  state  of  the  patient  is  not  favourable  for  a care- 
ful examination  of  the  chest;  dropsical  accumulations  or  tumours 
in  the  abdomen  pressing  on  the  heart  and  lungs  can  be  readily 
observed,  and  the  state  of  the  urine  may  throw  much  light  on 
the  case.  An  examination  of  the  throat  for  an  abscess  of  the 
tonsils,  or  for  one  bulging  behind  the  pharynx,  for  diphtheritic 
patches  in  the  fauces,  or  for  tenderness  over  the  larynx,  is  of 
great  importance,  especially  in  children.  Laryngoscopic  ex- 
amination can  seldom  be  practised  in  the  height  of  an  attack,^ 
but  on  its  partial  subsidence  we  may  find  evidence  of  thickening 
and  ulceration  of  the  cords,  or  tumours,  oedema,  or  abscess,  in 
this  situation,  giving  rise  to  mechanical  obstruction  or  recun-ing 
spasm  ; or  we  may  find  paralysis  of  one  of  the  cords  indicating 
rather  the  origin  of  the  attacks  in  some  irritation  of  the 
laryngeal  nerves  lower  down.  (Many  of  these  subjects  are 
dealt  with  in  other  sections  of  this  book,  as  will  be  seen  on 
consulting  the  Index.) 

The  number  of  respirations  per  minute  affords  an  important 
indication  of  dyspnoea.  The  normal  rate  may  be  stated  as 

1 Even  then  an  examination  by  the  finger  may  give  some  important  infor- 
mation (see  Chapter  x,). 
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about  18  to  20  per  minute  in  the  male  adult  while  awake,  but 
variations  of  from  12  to  24  are  not  uncommon.  In  children, 
and  also  in  women,  the  rate  is  somewhat  more  i-apid.  Like  the 
pulse,  it  is  much  affected  by  different  postures,  and  by  sleep, 
agitation,  exertion,  coughing,  and  swallowing.  The  respira- 
tion is  particularly  apt  to  be  deranged  in  its  rhythm  when  the 
attention  is  directed  to  it,  so  that  we  must  try  to  count  its  i-ate 
apart  from  the  patient’s  knowledge.  This  may  be  done  veiy 
well  while  taking  the  pulse,  by  continuing  to  hold  the  patient’s 
wrist,  while  we  watch  the  movements  of  the  chest,  and  count 
them  for  half  a minute ; or,  if  these  are  not  very  visible,  we 
may  lay  the  hand  or  a finger  very  lightly,  and  as  if  by  accident, 
on  the  chest  wall,  under  the  clavicle  in  the  female  and  below 
the  xiphoid  in  the  male  : in  other  cases  we  can  count  best  by 
listening  to  the  breathing,  or  by  watching  the  movements  of  the 
bed-clothes.  In  critical  estimations  of  the  rate  of  breathing  we 
watch  for  a quiet  period,  or  take  some  opportunity  of  noting 
the  number  while  the  patient  is  asleep,  or  at  least  before  he  is 
disturbed  by  speaking,  moving,  or  crying. 

In  febrile  states,  from  whatever  cause,  the  respiration  is 
quickened,  the  increase  keeping  a certain  proportion  to  that  of 
the  pulse  ; the  ratio  in  health  is  1 respiration  to  about  4-  or  4*5 
beats  of  the  pulse,  and  so  long  as  something  like  this  ratio  is 
maintained,  the  increase  may  be  ascribed  simply  to  the  fever. 
When  the  rapidity  of  the  respiration  exceeds  this  proportion, 
we  infer  the  existence  of  some  respiratory  disorder.  An  attack 
of  bronchitis,  for  example,  may  be  detected  in  this  way  in  the 
course  of  typhus.  The  respiration  is  accelerated  in  nearly 
every  variety  of  disease  of  the  respiratory  organs,  in  acute  or 
sub-acute  forms,  and  this  constitutes  one  of  the  features  of 
nearly  every  kind  of  dyspnoea.  The  number  is  often  40  or  50, 
it  sometimes  rises  to  60  or  80  per  minute,  and  may  almost 
equal  the  pulse-rate  (1  respiration  to  L25  pulse-beat). 

The  respiration  is  somewhat  rapid  and  easily  accelerated  in 
certain  non-febrile  states,  even  apart  from  any  special  respira- 
tory complication  j the  debility  after  fever,  and  certain  anaemic 
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conditions,  may  be  mentioned  amongst  these.  In  Rickets,  the 
rapid  breathing  may  be  due  to  the  general  state,  and  to  the 
gi’eat  liability  of  ricketty  children  to  pulmonary  collapse. 

The  ai^pearance  of  labour  in  breathing  is  of  great  importance.  ^ 
There  may  be  very  rapid  breathing  without  any  great  effort  or 
labour,  but  any  additional  strain  may  show  at  once  that  the 
breathing  is  maintained  at  the  extreme  limit  of  the  patient’s 
power ; any  exertion,  such  as  sittmg  up  in  bed,  and  speaking,  or 
anything  which  demands  additional  efforts,  brings  out  the 
l)atient’s  weakness  in  this  respect ; he  says  a word  or  two  and 
stops  to  recover  breath,  and  then  resumes.  A striking  illustra- 
tion of  the  same  thing  is  found  in  infantile  dyspncea ; the  child’s 
whole  energy  is  required  for  breathing,  and  so  after  a momentary 
attempt  at  sucking,  or  after  one  or  two  such  attempts,  he  refuses 
the  breast,  although  obviously  anxious  to  drink,  and  probably 
very  thirsty : this  refusal  is  an  important  fact  in  the  pneu- 
monia and  suffocative  bronchitis  of  children.  In  uncomplicated 
pneumonia  and  some  other  diseases  characterised  by  rapid 
breathing,  no  great  effort  is  visible,  but  the  state  of  matters  is 
very  different  in  cases  where  an  obstruction  exists  to  the  en- 
trance of  air  through  the  glottis,  trachea,  or  bronchi, — whether 
this  arises  directly  from  mechanical  obstruction  or  from  nervous 
spasm.  Hence  in  laryngeal  obstructions,  and  spasms  from  any 
cause,  in  croup,  in  spasmodic  asthma,  and  in  bronchitis  and 
emphysema,  the  efforts  at  breathing  often  assume  the  most 
extraordinary  intensity  j the  thoracic  movements  are  greatly 
the  muscles  of  the  neck  stand  out  with  great  dis- 
tinctness, the  patient  sits  up  or  even  stands,  and  sometimes 
clutches  at  objects  with  his  hands,  so  as  to  give  the  muscles 
greater  purchase.  The  excessive  action  of  the  dilator  narium 
is  often  a valuable  index  of  this  laborious  breathing,  es2)ecially 
in  the  case  of  children  affected  with  pneumonia  and  bronchitis. 

Similar  results  likewise  happen  when,  instead  of  obstruction 
to  the  passage  of  the  air,  a large  part  of  the  breathing  surface  is 
suddenly  cut  off  in  other  ways,  as  by  the  perforation  of  the 
1 See  also  remarks  under  Nervous  Dyspnoea,  page  276. 


SUDDEN  DYSPNOEA. 


2G7 


pleura  and  the  collapse  of  the  lung  from  pneumo-thox-ax,  or  by- 
sudden  effusion  of  fluid  into  the  pleura,  or  even  sudden  oedema, 
hsemorrhagic  condensation,  or  congestion  of  the  lungs ; or  again, 
a similar  result  may  be  brought  about  by  sudden  blocking  of  the 
pulmonary  artexy,— although  the  air  may  enter  both  lungs  freely, 
the  pulmonary  function  is,  of  course,  impaired  by  such  an 
obstruction.  This  elemeixt  of  suddenness  is  of  great  importance 
in  respect  of  dyspixcea,  for  if  the  breathing  surface  be  cut  off 
slowly,  the  x’espix’ation  may  have  time  to  adapt  itself  to  its 
altered  condition ; hence  there  may  be  extensive  throxnbosis  of 
the  pulmonary  artery  without  any  alarming  dyspnma,  until 
pex’haps  a fatal  displacement  of  a clot  takes  place ; or  pneumo- 
thorax may  exist  without  the  patient’s  being  able  to  fix  a 
probable  date  of  its  occux-rence, — the  collapsed  lung  having, 
perhaps,  been  reixdex'ed  px*actically  useless  fx'om  some  pi'evious 
extensive  disease ; the  whole  of  one  side  and  part  of  the  other 
may  be  full  of  fluid,  while  the  patient  has  scarcely  beeix  con- 
scious of  bx'eathlessxxess,  owing  to  the  very  gradual  increase  of 
the  effusion.  The  element  of  suddenixess  exists,  of  course,  iix  all 
the  spasmodic  forms  of  laryngeal  and  broixchial  obstrxxction.  A 
further  point  of  importaixce  iix  conixection  with  dysjxncea  is  the 
point  at  which  the  nxechanical  ixnpediment  exists ; a slight 
oedema  of  the  glottis  may  cause  suffocation,  and  an  exudatioix  in 
the  tx-achea  or  large  bronchi  gives  rise  to  the  most  distx’essing 
dyspnoea  from  the  large  respiratory  ax'ea  thxxs  involved. 

The  following  are  the  common  causes  of  dyspnoea,  arising, 
directly  or  indii-ectly,  in  a nxechanical  manner  : — Inflammations 
of  the  larynx,  oedema  and  spasm  of  the  glottis,  foreign  bodies  in 
the  larynx  or  ti’ixchea;  diphthexdtic  or  cx’oupy  membi’anes  in  the 
laxynx,  tx*achea,  or  bx’onchi ; tuxnoui’S  and  abscesses  either  of 
the  laryixx  itself  or  pressing  on  it  or  on  the  trachea  fi*om 
withoxxt  (especially  aneurisms,  cancers,  reti’oplxaryngeal  abscess) ; 
aneux'isms,  glands  or  other  tumoux's  in  the  chest  pi’essing  on  or 
irritating  the  i-ecuxTent  laiyngeal  nerves ; spasmodic  or  nervous 
asthma ; inflammatory  disease  of  the  luixgs,  bx'onchi,  and  pleurxe; 
dx’opsical  exudations  iixto  the  pulmoixaxy  tissue  or  into  the 
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pleura ; pneumo-thorax ; extensive  consolidation,  collapse,  or 
emphysema  of  the  lung;  extensive  excavation  from  tubercular 
disease,  abscess,  or  gangrene ; embolism  and  thrombosis  of  the 
pulmonary  arteiy ; and  pressure  on  the  chest  from  below,  from 
abdominal  distension  or  tumours  of  any  kind.  (Compai’e  next 
section.) 

Cardiac  dyspnoea,  or  cardiac  asthma,  as  it  is  sometimes 
called,  may  be  explained  in  certain  cases,  or  to  some  extent,  on 
mechanical  principles.  For  example,  a somewhat  moveable 
thrombus  in  the  right  side  of  the  heart  may  play  a similar  part 
to  that  of  a plug  in  the  pulmonary  artery,  and  incompetency  of 
the  valves  or  obstruction  of  the  orifices,  if  extreme,  may  retard 
the  circulation  through  the  lungs,  and  so  impair  their  function ; 
or  again,  the  lungs  may  be  involved  through  the  heart, — pul- 
monary infarctions,  bronchitis,  congestion  or  oedema  of  the  lung, 
and  pleuritic  effusion,  may  all  have  a cardiac  origin.  But  cardiac 
•dyspnoea  is  often  too  extreme  or  too  spasmodic  and  transitory 
to  be  readily  explained  on  such  mechanical  grounds.  Clinically, 
we  must  accept  as  a fact  the  frequent  occurrence  of  the  most 
extreme  forms  of  cardiac  dyspnoea,  apart  from  any  of  the 
mechanical  explanations  or  structural  changes  j ust  suggested. 

Orthopnoea — the  assumption  of  the  upright  posture  for  the 
purpose  of  getting  breath — is  one  of  the  great  features  of 
cardiac  dyspnoea.  But  in  cases  with  efifusion  in  the  pleurse, 
and  even  in  oedema  or  congestion  of  the  lung  and  bronchitis, 
the  patient  sometimes  has  a considerable  tendency  to  sit 
up  for  breath.  When,  however,  this  symptom  is  strongly 
marked,  we  must  always  suspect  the  cardiac  origin  of  the 
illness,  or  the  presence  of  some  cardiac  complication ; and  this 
suspicion  gains  in  strength  if  there  be  little  or  no  pulmonary 
mischief  present.  Thoracic  aneurism  is  to  be  classed  with  cardiac 
disease  in  this  respect.  Afiections  of  the  pericardium,  and 
adhesions  of  this  membrane,  likewise,  give  rise  frequently  to 
orthopnoea,  although  simple  I'heumatic  pericarditis  may  exist 
without  this  symptom.  All  forms  of  cardiac  disease — those 
involving  the  size  of  the  heart,  the  tissue  of  the  walls, 


ORTHOPNCEA— HURRYING  AND  CLIMBING.  2GD 


the  orifices,  and  the  valvular  structures — may  give  rise  to 
orthopnoea.  The  cardiac  element  in  the  dyspnoea  may,  there 
fore,  be  a secondary  or  additional  complication,  appearing  in 
the  course  of  pulmonary  emphysema,  disease  of  the  kidney,  and 
other  aflTections ; and  this  complication  may  give  rise  to  pai*- 
oxysmal  exacerbations  in  the  midst  of  a chronic  state  of  dyspnoea 
of  moderate  severity. 

Occasionally  the  orthopnoea  is  so  constant  and  so  extreme 
that  the  patient  cannot  even  lean  back  for  a moment  without 
the  feeling  of  impending  suflTocation,  and  he  can  only  get  a little 
sleep  while  sitting  up  and  leaning  forward,  with  the  head  resting 
on  his  knees  or  hands,  or  on  a table  before  him.  Some  patients, 
indeed,  resolutely  refuse  to  go  to  bed,  and  may  sit  in  a chair  for 
weeks  and  months  together,  without  once  even  attempting  to 
lie  down.  These  extremely  persistent  foi-ms  of  orthopnoea  are 
usually  associated  with  considerable  dropsy. 

The  explanation  of  orthopnoea  is  plain  enough  when  there  is 
any  considerable  di’opsy  or  pleuritic  effusion,  as  the  recumbent 
posture  tends  in  such  cases  to  hamper  the  movements  of  the  heart 
and  lungs  from  the  gravitation  of  the  fluid.  Further,  the  erect 
posture  no  doubt  gives  the  respiratory  muscles  much  better 
purchase  in  their  play ; but  the  extreme  diflerence  observed  in 
many  cardiac  cases  cannot  be  reasonably  explained  in  any  such 
way,  and  appeal’s  to  depend  on  some  nervous  cause. 

Great  increase  of  the  dyspnoea  on  hurrying  or  climbing  agrees 
with  orthopnoea  in  many  respects.  While  found  to  some  extent 
in  nearly  every  form  of  disease  which  impairs  the  respiratory 
function,  it  is,  like  orthopnoea,  specially  marked  in  cardiac 
affections  of  all  kinds.  A patient  who  is  able  to  walk  fairly 
enough  and  at  a moderately  good  pace  on  a level  road,  may  at 
once  show  signs  of  dyspnoea  if  there  be  a continuous  although 
gentle  ascent,  or  if  a few  steps  have  to  be  mounted  biiskly ; 
hurrying  and  excitement  operate  in  the  same  way  : all  of  these 
influences  often  operate  together  in  going  to  a high-level  railway 
station,  and  patients  not  unfrequently  first  find  out  their  weak 
point  under  such  circumstances. 
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Amongst  other  causes  which  operate  in  causing  dyspnoea 
under  similar  circumstances  may  be  mentioned  all  forms  of 
disease  disabling  the  lungs,  conditions  of  debility,  ansemia,  &c., 
from  whatever  cause,  disease  of  the  kidneys,  dropsy,  obesity, 
pregnancy,  and  advancing  age. 

The  imjmrtance  of  this  feature  of  cardiac  disease  is  so  gi-eat, 
that  we  sometimes  set  our  patients  to  run,  or  even  to  walk 
gently,  up  one  or  two  stairs,  when  we  are  doubtful  of  there 
being  any  affection  of  the  heart,  so  that  we  may  judge  of  the 
state  of  their  respiration  at  the  end  of  such  an  experiment. 

Puljntation  is  one  of  the  accompaniments  of  the  various  cardiac 
symptoms  just  described,  but  it  may  also  form  the  most  promi- 
nent feature  of  such  complaints,  or  it  may  exist  quite  apart  from 
any  organic  affection  of  the  heart. 

When  due  to  cardiac  disease  it  has  a tendency  to  very  marked 
exacerbations  in  connection  with  exertion  and  excitement,  so 
that  when  the  pal  imitation  occurs  frequently,  or  chiefly,  apart 
from  these  influences,  and  when  it  is  not  readily  induced  by 
running,  or  by  climbing  hills  or  stairs,  we  have  good  reason  to 
hope  that  it  is  not  due  to  organic  disease. 

The  palpitation  of  cardiac  disease  is  frequently  associated  with 
an  undue  heaving  impulse,  and  there  is  usually  sufficient  evidence 
of  enlargement  or  of  valvular  disease,  on  a physical  examination 
of  the  chest.  The  right  ventricle  frequently  becomes  distended 
or  displaced,  so  as  to  give  rise  to  a painful  sense  of  oppression 
and  tenderness  from  the  existence  of  pulsation  in  the  e2iigastrium. 
The  palpitation  from  aneurismal  disease  in  the  chest  must  be 
considered  along  with  that  of  cardiac  disease,  and  both  investi- 
gations are  conducted  by  similar  methods ; the  special  pulsations 
of  aneurismal  tumours  must  be  carefully  studied  as  to  the  site 
of  their  maximum  intensity  and  diffusion.  (See  Chapter  xvi.. 
Part  2,  the  Physical  Examination  of  the  Heart). 

But,  apart  from  these  organic  afiections,  palpitation  is  very 
common  in  dyspepsia,  and  particularly  in  cases  with  much 
flatulent  distension  of  the  stomach.  In  such  cases,  especially 
when  comj^licated  with  hysterical  tendencies,  palpitation  may 
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attain  its  most  extreme  clegi-ees ; and  in  these  forms  it  frequently 
proves  most  troublesome  while  the  patient  is  lying  still  in  bed. 
The  palpitation  of  dyspepsia  is  often  complicated  Avith  intermis- 
sion or  irregularity  in  the  heart’s  action,  which  by  exciting  and 
alarming  the  patient  is  apt  to  increase  the  palpitation  still 
farther. 

Palpitation  is  one  of  the  leading  symptoms  of  exophthalmic 
goitre : it  is  then  associated  with  prominence  of  the  eyeballs, 
and  a ceidain  fulness  or  enlargement  of  the  thyroid  gland. 

Palpitation  of  the  heart  is  likeAvise  found  in  cases  of  ana3mia 
and  general  debility:  loss  of  blood  from  bleeding-piles  and 
uterine  discharges,  for  example,  may  give  rise  to  symptoms  liable 
to  misinterpretation  in  this  way.  Palpitation  and  epigastric 
pulsation  sometimes  owe  their  origin  to  the  practice  of  mastur- 
bation or  other  forms  of  disorder  of  this  class. 

Throbbing  of  the  abdominal  aorta  is  not  uncommon  in  debili- 
tated and  nervous  patients,  and  it  may  thus  simulate  aneurism 
in  this  situation,  but  a careful  examination  of  the  vessel  reveals 
a general  pulsation  and  fails  to  detect  any  enlargement  or  any 
true  tumour  of  the  artery.  Throbbing  of  the  artei-ies  in  the  body 
generally  may  likewise  be  felt  by  patients ; this  may  arise  from 
a relaxed  state  of  their  vessels,  apart  from  any  very  serious 
affection,  although  such  generalised  pulsation  likewise  occm-s  in 
cases  of  aortic  valvidar  disease. 

/’atri  in  the  Chest  exists  in  a great  many  cases  of  dyspnoea, 
and  sometimes  constitutes  the  leading  feature  and  cause  of  the 
respiratory  distress ; this  is  especially  marked  in  cases  of 
pleurisy  and  i)ericarditis  during  the  stage  of  friction  ; the  move- 
ments of  the  chest  are  actually  hampered  by  the  j^ain  induced 
by  them.  Similar  distress  is  sometimes  occasioned  by  pleuro- 
dynia. The  detection  of  friction  sounds  over  the  heart  and 
lungs  in  such  cases  explains  their  nature.  The  pain  or  distress 
in  dyspnoea  may,  on  the  other  hand,  arise  ,simj)ly  from  the 
extremely  urgent  need  for  breath  Avhich  the  patient  experiences  ; 
when  can-ied  beyond  a certain  point,  this  becomes  exquisitely 
painful.  It  is  intensified  by  any  coincident  palpitation  or 
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tumultuous  action  of  the  heart,  by  certain  irregularities  or 
imperfections  in  its  contraction,  which  are  often  quite  discern- 
ible by  the  patient,  and  these  may  depend  not  merely  on  affec- 
tions of  the  organ  itself,  but  on  pressure  on  it  or  displacement 
of  it  in  connection  with  pleuritic  exudations,  pneumo-thoi-ax, 
thoracic  and  abdominal  tumours,  excessive  dropsy,  or  even  by 
distension  of  the  stomach  and  bowels  in  cases  of  flatulence. 
Many  cases,  of  course,  have  a complex  oi-igin,  as  when  the  j^ain 
of  a perforation  in  the  pleura  and  the  incipient  pleuritis  thus 
induced  are  complicated  with  the  extremely  urgent  dyspnma 
resulting  from  the  sudden  suppression  of  a lung,  and  from  the 
pi-essure  on  the  heai't  due  to  displacement  of  the  mediastinum. 
The  combination  of  cardiac,  pericardial,  or  aneurismal  pains 
with  pleuritic  stitch ; and  the  association  of  these  "with  the  most 
extreme  forms  of  dyspncea  resulting  therefrom,  or  from  oedema 
or  consolidation  of  the  lung,  and  drojjsy,  give  rise  to  a comjflex 
distress  which  we  have  too  often  to  witness. 

A certain  simulation  of  these  alarming  states  sometimes 
arises  in  connection  with  flatulence,  as  this  may  be  associated 
with  pain  in  the  neighbourhood  of  the  heart,  with  great  palpi- 
tation, and,  especially,  in  hysterical  cases,  with  dyspnoea  and  a 
sense  of  choking.  Gouty,  neuralgic,  and  intercostal  pains,  and 
various  sensations  referable  to  uterine  irritation,  may  also  occa- 
sionally simulate  the  attacks  just  mentioned,  or  even  those  in- 
cluded in  the  next  paragraph. 

Angina  Pectoris  is  a name  reserved  for  pain  obviously  of 
cardiac  origin  and  of  a very  special  and  alarming  character ; all 
forms  of  cardiac  anguish,  although  not  presenting  the  features  of 
this  complaint  in  its  most  typical  form,  have  a certain  resem- 
blance to  this  peculiar  suffering.  “ The  subjects  of  angina  pec- 
toris report  that  it  is  a suffering  as  shai-p  as  anything  that  can  be 
conceived  in  the  nature  of  pain,  and  that  it  includes,  moreover, 
something  which  is  beyond  the  nature  of  pain,  a sense  of  dying.” 
(Latham.)  Others  speak  of  a feelmg  of  constriction  of  the 
thorax,  of  its  being  an  “ inw'ard  ” pain,  or  of  its  resemblance  in 
some  way  to  suffocation.  But  the  most  typical  angina  may 
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occur  without  the  least  impediment  to  the  respiration,  and  the 
patient  may  feel  that  he  can  breathe  quite  freely.  The  pain  is 
not  always  centred  in  the  cardiac  region,  but  it  always  tends  to 
the  left  side  of  the  chest.  The  most  constant  of  all  the  features 
of  true  angina  is  an  indescribable  dread  of  immediate  death,  or 
perhaps,  as  has  been  said,  “a  sense  of  dissolution,  not  a fear  of  it." 
In  the  case  of  those  who  cannot  express  their  feelings  accurately, 
or  who  do  not  care  to  do  so  openly,  we  can  sometimes  detect  in 
their  countenances  the  evidence  of  a mortal  terror.  Alone  with 

O 

the  above  there  is  often  a transient  pallor  of  the  face,  and  like- 
wise an  associated  pain  shooting  down  the  left  arm,  or  darting 
across,  as  it  were,  from  the  heart  to  the  elbow,  or  there  may  be 
numbness  and  tingling  of  the  ann,  spreading  even  to  certain 
fingers. 

The  most  typical  forms  of  angina  pectoris  may  exist  without 
any  lesion  recognisable  during  life,  and  the  dissections  often 
show  merely  certain  changes  in  the  structure  of  the  walls, 
especially  fatty  degeneration  of  the  fibres  and  atheroma  of  the 
coronary  artenes ; but  nearly  every  form  of  cai-diac  lesion  may 
be  found  in  cases  of  angina ; and  in  like  manner  we  may  say 
that  indications  of  angina -like  attacks  may  frequently  be 
traced  as  forming  an  element  in  the  complicated  suflfei’ings  of 
heai-t  disease. 

The  character  of  the  noise  heard  during  the  breathless  attach 
o^ten  guides  us.  The  presence  of  snoring,  or  of  very  rough  and 
loud-sounding  respiration,  is  found  in  cases  of  tracheal  obstruc- 
tion (croup,  diphtheria), — the  variation  in  the  sound  often  sug- 
gesting a gi-adually  diminishing  aperture  for  the  passage  of  the 
air.  Something  of  the  same  kind  of  breathing  may  be  heard 
where  abscess  behind  the  pharynx,  or  even  in  the  tonsils, 
causes  much  dyspnoea.  When  the  obstruction  consists  in  a 
spasmodic  closui’e  of  the  glottis  the  sound  is  more  crowing  or 
stridulous  (pertussis,  laryngismus  stridulus,  irritation  from  for- 
eign bodies,  ulceration  or  tumour  in  the  larynx,  or  pressure 
on  the  laryngeal  nerves,  tkc.).  If  the  constriction  be  fiu-ther 
down,  whether  spasmodic  or  mechanical,  the  breathing  may 
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have  more  of  a ■wheezing  or  whistling  sound.  If  much  fluid 
secretion  exist  in  the  trachea  and  larger  bronchi,  gurgling 
sounds  may  be  loudly  heard.  But  some  of  the  most  sevei-e 
fonns  of  dyspnoea  and  gasping  respiration  may  exist  without 
noisy  respiration,  as  in  embolism  of  the  pulmonary  artery,  and 
rapid  effusion  into  the  pleura  or  pericardium.  In  cardiac  and 
aneurismal  dyspnoea,  the  presence  of  noisy  respiration  will 
depend  on  the  nature  of  the  pulmonary  or  laryngeal  compli- 
cations. 

Lividity  or  duskiness  of  the  face  (Cyanosis)  is  a feature  in 
dyspnoea  requiring  cai-eful  attention;  in  extreme  forms  a similar 
condition  can  sometimes  be  recognised  also  in  the  Angers  and 
other  parts.  All  diseases  or  accidents  interfering  with  the 
entrance  of  air  to  the  lungs,  or  with  the  efficiency  of  the 
respiratory  function,  may  produce  cyanosis.  A tinge  of  lividity 
can  often  be  detected  along  with  the  febrile  flush  of  pneumonia, 
of  phthisis,  and  of  acute  tuberculosis,  especially  if  these  diseases 
be  extensive.  A certain  degree  of  it  is  habitual  in  all  serious 
forms  of  acute  bronchitis ; in  this  latter  complaint,  in  children, 
the  blue  colour  of  the  face  is  an  indication  of  considerable 
gi'avity.  In  attacks  of  bronchitis  supervening  on  extensive 
emphysema,  lividity  is  habitual,  and  often  excessive.  In  ex- 
treme pleuritic  effusion,  likewise,  lividity  indicates  the  gra'vity 
of  the  condition.  In  extensive  excavation  or  destruction  of 
the  lung,  and  also  in  pneumo-thorax,  lividity  is  often  very 
marked.  In  cardiac  disease  of  neaily  every  form  lividity  is 
apt  to  appear,  gi-ving,  perhaps,  a dusky  flush  on  the  cheeks; 
this  may  be  so  habitual  as  to  lead  to  changes  in  the  tissues 
(induration  and  even  inflammation).  If  the  cardiac  disease 
involves  the  tricuspid  valve,  more  exti’eme  li\ddity  may  take 
place.  In  malformations  of  the  heart,  and  defects  permitting 
the  communication  of  blood  from  the  right  to  the  left  side 
directly,  extreme  lividity  usually  exists ; in  infancy  this  may 
often  be  seen  to  come  on  during  crying,  or  at  certain  times 
only,  owing,  no  doubt,  to  the  varying  efficiency  with  which 
the  fcetal  orifices  are  closed.  The  term  “ Morbus  Cseruleus  ” 
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is  applied  to  this  condition.  The  most  extreme  cyanosis,  how- 
ever, may  exist  from  such  congenital  causes  without  the  least 
dyspnoea.  Amongst  other  causes  of  lividity,  not  specially 
referred  to  in  the  above,  may  be  mentioned  cholei-a  duiing 
the  stage  of  collapse,  and  the  cases  of  inhalation  of  gases  which 
are  not  adapted  for  respiration  (nitrous  oxide,  chloroform  vapour, 
carbonic  acid,  <tc.) 

Altered  Rhythm  of  the  Breathing;  Nervous  and  Retial  Dyspnoia. 
— Alterations  in  the  rhythm  of  the  respiration  sometimes  occur. 
In  health,  the  breathing,  although  regular  and  rhythmical  on 
the  whole,  frequently  presents  an  occasional  inspiration  of 
greater  depth  than  usual,  a fact  of  which  we  have  frequently  to 
avail  ourselves  in  the  auscultation  of  young  children.  But  very 
marked  alterations  in  the  respiratory  rhythm  are  found  in 
certain  cases  of  cardiac  disease  (especially  dilated  and  firtty 
heart),  and  sometimes  in  cerebral  affections,  or  even  in  certain 
fevers  Avhere  cerebral  symptoms  supervene.  The  breathing  re- 
ferred to  is  sometimes  named  “suspii-ious”  or  “ sighing,”  and  in 
slight  forms  may  consist  of  a few  quick  gasps,  or  deep  sighing 
inspirations,  followed  by  a peilod  of  slow  and  shallow  respii"a- 
tion,  or  by  a very  tempoi-ary  suspension  of  the  process.  This 
form  of  breathing  may  be  associated  with  attacks  of  “ angina 
sine  dolore  ” (Gairdner),  as  manifested  by  the  look  of  anguish 
and  general  distress  depicted  on  the  countenance  of  cardiac 
patients,  without,  it  may  be,  any  veiy  definite  pain.  This 
suspirious  respiration  is  often  present,  likewise,  in  very  variable 
degrees,  in  some  cases  of  cerebi-al  disease,  and  also  in  the  course 
of  fevers  where  cerebral  symptoms  have  arisen.  In  its  most 
marked  character  it  is  spoken  of  as  the  Cheyne-Stokes  Respira- 
tion. “ It  consists  in  the  occurrence  of  a series  of  inspirations 
increasing  to  a maximum,  and  then  declining  in  force  and 
length  until  a state  of  apparent  apnoea  is  established.  In  this 
condition  the  patient  may  remain  for  such  a length  of  time  as 
to  make  his  attendants  believe  that  he  is  dead,  when  a low 
inspiration,  followed  by  one  more  decided,  marks  the  commence- 
ment of  a new  ascending  and  then  descending  series  of  inspira- 
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tions  ” (Stokes).  This  extreme  form  is  chiefly  characteristic  of 
fatty  degeneration  of  the  heart’s  fibres.  Some  profess  to  dis- 
tinguish between  the  “ Cheyne-Stokes  Respiration  ” and  the 
sigliing  or  cerebral  respii*ation  just  referred  to,  but  the  difierence 
seems  to  be  one  of  degree  rather  than  of  absolute  quality.  In 
any  case  they  present  sufficient  resemblance  to  be  classed  to- 
gether in  this  section. 

Laboured  respiration  constitutes  a common  feature  in  cerebral 
apoplexy,  dating  sometimes  from  the  very  beginning  of  the 
attack,  in  the  severe  forms  with  deep  unconsciousness;  appeai’ing 
in  the  course  of  a day  or  two  in  the  cases  which  begin  in  a less 
alarming  way  although  advancing  towards  death.  This  distur- 
bance of  the  respiration  is  probably  due  in  part  to  the  direct 
affection  of  the  pneumogastric  and  other  nerves,  but  in  the 
later  developed  cases  the  lungs  also  no  doubt  become  involved  to 
some  extent  from  the  unconscious  and  paralysed  condition  of  the 
patient.  In  the  unconscious  period  after  convulsion  fits  the 
same  state  of  the  breathing  may  be  present. 

Nervous  dyspnoea,  however,  may  occur  in  a marked  form 
apart  from  any  serious  nervous  lesion,  and  quite  apart  from 
any  evidence  of  the  respiratory  or  circulatory  organs  being 
diseased.  Such  attacks  are  found  chiefly,  if  not  exclusively,  in 
women,  and  are  usually  complicated  with  hystex'ia.  Allied 
to  this  is  the  dyspnoea  sometimes  found  in  the  earlier  months  of 
pregnancy,  where  no  sufficient  explanation  can  be  afforded  by 
the  abdominal  distension ; indeed  it  may  pass  off  as  the  abdomen 
becomes  larger. 

Renal  dyspnoea  may  show  itself  as  an  early  symptom  of  the 
disease,  appearing  very  readily  on  exertion;  but  a more  extx'eme 
fox'm  of  bx-eathlessness,  I'esemblixig  axx  asthxxxatic  attack,  apjxeax-s 
sometimes  in  affectioxxs  of  the  kidney  apart  fx-om  oedema,  cardiac 
complications,  or  the  other  ixxfluences  already  discussed. 

Before  any  negative  conclusion  can  be  arrived  at  w^arranting 
the  diagxxosis  of  nervous  or  x’enal  dyspxicea,  axid  befox’e  axxy 
diagnosis  of  oxxe  form  of  dysjxxxoea  to  the  exclusioxx  of  othex-s  caxx 
be  safely  xnade,  the  xxxost  careful  exploration  of  the  resjxiratory 
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and  circulatoiy  organs  must  be  undertaken,  and  the  features  of 
tlie  whole  case  must  be  viewed  from  various  aspects  and 
even  i)erhaps  watched  for  some  time  in  its  various  phases  (see 
Introductory  Remarks,  p.  263). 

COUGH. 

Cough  is  a leading  symptom  in  many  diseases ; it  sometimes 
constitutes  the  chief  complaint  of  the  patient,  but  in  other  cases 
we  have  to  inquire  very  particularly  as  to  its  presence.  In  all 
cases  of  dyspnoea  and  thoracic  disease  the  indications  afforded 
by  its  absence,  or  by  its  special  characteristics  when  it  is  present, 
must  be  regarded  as  most  important.  Occasionally  it  is  so  slight, 
and  the  patient  has  become  so  much  accustomed  to  it,  that  it  is 
only  when  attention  is  specially  directed  to  it  that  its  existence 
is  noticed ; in  such  cases  those  who  live  with  the  jmtient  can 
often  give  us  more  reliable  information  than  the  patient  himself. 
Such  slight  forms  of  cough,  occurring  chiefly  in  the  morning, 
may  constitute  one  of  the  eaidy  symptoms  of  phthisis.  Al- 
though a very  constant  indication  of  pulmonary  affections, 
cough  is  occasionally  absent  even  in  serious  and  advanced 
disease  of  the  lungs,  so  that  the  mere  absence  of  this  symptom 
is  no  security  for  the  soundness  of  these  organs.  Moreover, 
extensive  pleuritic  effusions  frequently  become  developed  with- 
out any  warning  from  this  symptom. 

In  the  investigation  of  cough  we  inquire  whether  it  seems 
dry  or  moist,  and  what  kind  of  expectoration,  if  any,  is  brought 
up ; if  the  cough  is  loud  and  clanging,  or  with  a barking  or 
brassy  sound,  associated  with  hoarseness,  or  with  imperfection 
in  the  closure  of  the  glottis  ; if  there  is  a sense  of  constant  irri- 
tation with  the  cough,  or  if  the  act  of  coughing  seems  to  clear 
away  some  obstruction ; if  it  comes  in  paroxysms,  or  if  it  is 
more  persistent  and  regular  in  its  occurrence ; if  it  comes  on  at 
particular  times,  as  on  going  to  bed  at  night  or  getting  up  in 
the  morning,  or  on  passing  into  a colder  atmosphere,  or  on 
speaking ; if  it  is  set  up  by  any  special  posture,  as  by  lying  on 
the  back,  or  on  the  one  side  as  compared  with  the  other ; if  it 
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is  habitual  in  winter,  disaj>pearing  or  getting  much  less  in 
summer  time ; if  it  is  associated  with  retching,  or  terminated 
by  an  act  of  vomiting;  and  if  there  is  stiidulous  or  crowing 
inspiration  associated  with  it.  The  duration  of  the  cough,  the 
site  and  character  of  the  pain,  if  any,  the  presence  of  dyspnoea, 
the  special  character  of  the  sputum,  and  the  examination  of  the 
chest,  constitute  important  points  in  the  further  inquiry. 

The  presence  of  cough  always  suggests  the  existence  of  some 
kind  of  disease  in  the  respiratory  ti-act,  but  we  know  that  a 
cough  may  be  induced  in  a reflex  manner.  Thus  aneurismal  or 
glandular  tumours  in  the  mediastinum  may  produce  sjiasmodic 
or  paroxysmal  attacks  of  coughing ; syringing  the  ears  has  been 
known  to  produce  coughing,  and  probably  certain  forms  of 
disease  in  this  situation  may  likewise  do  so;  in  hysterical 
attacks,  and  in  jmegnancy,  cough  may  be  set  up  apart  from  aiiy 
disease  of  the  air  passages ; and  certain  forms  of  gasti-ic  irritation 
may  likewise  pi’oduce  a reflex  cough.  But  “stomach  coughs” 
and  the  other  forms  of  reflex  cough  are  not  to  be  too  readily 
accepted ; the  most  careful  examination  of  the  chest  must  first 
be  made  in  all  such  cases. 

In  Pertussis  (whooping-cough)  the  violent  cough  is  the  chief 
fact ; there  is  usually,  however,  more  or  less  bronchial  catarrh 
also,  the  signs  of  which  can  generally  be  found  in  the  lungs,  espe- 
cially if  we  listen  just  before  a paroxysm  of  coughing.  This  dis- 
ease is  rare  above  the  age  of  puberty ; it  is  infectious,  and  one 
attack  usually  protects  the  patient  from  subsequent  ones,  but  a 
relapse  after  an  interval  of  freedom  for  some  weeks  or  months  is 
not  uncommon.  These  points  ai-e  often  important  in  the  dia- 
gnosis. In  the  early  stage  the  cough  is  chai’acterised  by  a rapid 
succession  of  expiratoiy  acts,  without  much  pause  between  them, 
so  that  the  child’s  face  rapidly  becomes  red  ; this  peculiar  cough 
comes  in  paroxysms,  and  may  often  be  recognised  as  whooping- 
cough  by  an  experienced  ear  even  before  the  “ whoop  ” becomes 
developed.  This  “whoop”  is  a long-dra^vn  ci’owing  sound,  co- 
incident with  the  inspiratory  act  which  follows  the  violent 
series  of  coughs ; this  peculiar  sound  is  due  to  the  passage  of  the 
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air  through  a glottis  partially  closed  by  spasm.  This  sound 
may  be  loud  and  resounding,  or  it  may  be  somewhat  choked  or 
inaudible  or  quite  suppressed,  through  excess  of  the  spasm. 
The  child’s  face,  by  its  blueness,  indicates  the  gi'avity  of  these  fits 
(“  dumb  kinks  ”).  To  the  violent  paroxysmal  acts  of  coughing 
the  name  “ kinks  ” is  applied  by  some  mothers,  the^  term 
“whooping”  being  reserved  for  those  attacks  associated  with 
“crowing.”  Certain  cases  pass  through  their  course  without  a 
single  paroxysm  of  “ crowing  ” being  heard,  but  this  is  quite 
exceptional.  The  paroxysm  of  whooping-cough  is  often  termin- 
ated by  vomiting,  the  contents  of  the  stomach  coming  away  freely, 
and  in  many  cases  there  is  much  glairy  and  sticky  phlegm  also. 
The  cough  sometimes  pi’oduces  bleeding  from  the  nose,  ears,  and 
eyes;  great  suffusion  and  much  swelling  of  the  eyes  and  face  are 
common.  All  degrees  of  fevei'ishness  and  prosti-ation  are  found 
in  whooping-cough,  but  these  are  usually  present  to  a serious 
extent  only  in  those  cases  associated  with  much  catarrh,  with 
diarrhcea,  or  other  complications.  In  the  intervals  of  the 
paroxysms  the  child  seems  often  perfectly  well.  In  the  dia- 
gnosis, the  presence  of  an  ulcer  on  the  frenum  lingure  is  some- 
times of  considerable  value ; it  appeal’s  in  about  one  half  of  the 
cases  soon  after  the  paroxysmal  cough  has  been  fully  developed. 
It  only  occurs  in  those  who  have  incisor  teeth  in  the  lower  jaw, 
so  that  it  seems  to  have  a purely  mechanical  origin.  This  ulcer 
disappears  with  the  diminution  of  the  cough.  The  paroxysmal 
cough  of  pertussis,  and  also  the  ulcer,  may  both  disappear  with 
the  advent  of  serious  complications  (pneumonia,  convulsions, 
Ac.)  and  may  reappear  after  these  have  passed  away. 

A crowing  inspiration,  somewhat  resembling  that  of  pertussis, 
is  found  in  young  children  in  the  disease  known  as  Laryngismus 
stridulus:  it  is  due,  as  in  whooping-cough,  to  spasm  of  the 
glottis,  but  there  is  not  usually  any  special  cough  in  Laryngis- 
mus. This  disease  affects  rickety  children  in  particular,  and 
is  frequently  associated  with  attacks  of  general  convulsions. 

Another  disease  associated  Avith  paroxysmal  cough  and  crow- 
ing is  that  knowTi  as  Bronchial  phthisis,  due  to  tubercular 
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affections  of  the  bronchial  glands.  This  often  bears  a close 
resemblance  to  pertussis.  The  history  of  a former  attack  of 
whooping-cough,  or  the  absence  of  any  evidence  of  infection 
received  or  transmitted,  and  the  chronicity  of  the  complaint 
frequently  assist  in  the  discrimination  of  this  disease. 

In  Measles  and  Influenza  the  disease,  although  of  a genei-al 
nature,  falls  specially  on  the  organs  of  respiration,  and  mani- 
fests itself  by  cough  among  other  symptoms.  A certain  degree 
of  pulmonary  catan-h  with  more  or  less  cough  is  present  in  many 
other  febrile  diseases. 

Irritation  of  the  throat  or  glottis  may  set  up  a cough  in  a 
mechanical  way.  Thus  the  passage  of  fluids  or  solids  towards 
the  laiynx  may  produce  violent  coughing,  which  tends  to  per- 
sist for  some  time  after  the  irritation  is  removed.  Greedy 
sucking  on  the  part  of  a thirsty  infant,  the  trickling  down  of 
fluids  from  the  posterior  nares  (post-nasal  catarrh,  <tc.),  and  the 
pi’esence  of  an  elongated  uvula  may  be  mentioned  under  this 
heading.  Certain  irritating  gases,  such  as  chlorine  and  sul- 
phurous acid,  likewise  produce  violent  paroxysms  of  coughing 
in  healthy  persons ; and  in  those  rendered  specially  susceptible 
from  disease  in  the  larynx  or  bronchi,  the  passage  from  a hot  to 
a cold  atmosphere,  or  the  reverse,  may  set  up  violent  fits  of 
coughing. 

A Laryngeal  cough  is  often  loud,  clanging,  and  very  frequent 
and  irritating ; it  may  also  be  hoai'se  and  imperfect  (see  p. 
313).  Ulceration  and  thickening  of  the  mucous  membi-ane  may 
give  rise  to  both  forms ; the  ulceration  is  often  associated  with 
tubercular  or  syphilitic  disease.  Tumours,  oedema,  abscesses, 
&c.,  operate  in  the  same  way.  Direct  pressure  on  the  trachea 
by  an  aneurismal  or  malignant  tumour  may  give  rise  to  a 
croupy  quality  of  the  cough,  usually  associated  with  stridulous 
respiration.  In  paralytic  afiections  of  the  larynx  the  cough, 
like  the  voice,  is  usually  hoarse.  All  forms  of  laryngeal  irri- 
tation are  apt  to  give  rise  to  spasms  of  the  glottis.  This  imparts 
a stridulous  character  to  the  inspiratory  acts  associated  with  the 
cough.  In  laryngeal  ulceration  streaks  of  blood  are  common 
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in  the  sputum,  but  the  expectoration  is  seldom  profuse. 
An  examination  of  the  larynx  by  the  laiyngoscope  (see 
Chapter  x.),  and  of  the  chest,  for  any  signs  of  tubercular 
disease,  aneurism,  or  thoracic  tumour,  and  an  inquiry  as  to  the 
presence  of  constitutional  syphilis,  are  all  very  important  points 
in  such  cases.  A barking,  brassy  cough  is  common  in  croup, 
and  also  in  diphtheria,  when  it  attacks  the  larynx  and  trachea. 
Along  with  this  quality  of  the  cough  we  have  noisy  breathing, 
which  can  usually  be  recognised  at  once  as  due  to  obstruction 
in  the  upper  part  of  the  air  passages.  An  examination  of  the 
fauces  may  reveal  the  white  patches  of  diphtheritic  exudation, 
the  extension  of  which  to  the  lai-ynx  has  caused  the  obstruction. 
When  the  disease  begins  in  the  trachea  there  is  usually  a period 
of  illness  for  a day  or  two  days,  associated  with  high  fever, 
prior  to  the  appeai'ance  of  any  alarming  obstruction  to  the 
breathing.  Very  sudden  attacks  of  hoarse,  croupy  cough, 
coming  on  in  the  night,  and  subsiding  quickly  on  the  use  of 
warm  baths,  emetics,  etc.,  are  usually  due  to  a form  of  laryn- 
gitis. (To  this,  and  also  to  Laryngismus  stridulus,  the  name 
“False  croup”  Ls  sometimes  applied.)  Croup  and  laryngeal 
diphtheria  cannot  be  separated  clinically ; an  attack  of  appar- 
ently typical  croup  may  occur  amidst,  or  seem  to  give  rise  to, 
undoubted  diphtheria.  Occasionally  shreds  of  membrane  are 
expectorated  or  coughed  up  in  these  affections. 

F oreign  bodies  of  the  most  diverse  kinds  sometimes  pass  into 
the  trachea  or  into  one  of  the  bronchi  •,  in  the  act  of  entering 
violent  and  paroxysmal  cough  is  set  up,  but  as  this  may 
gradually  subside  much  doubt  may  remain  as  to  whether  the 
foreign  body  was  swallowed,  or  whether  it  actually  passed  down 
into  the  trachea.  In  the  latter  case,  the  cough  usually  con- 
tinues to  recur  in  paroxysms  of  varying  intensity,  and  severe 
or  fatal  spasm  of  the  glottis  may  su2)ervene.  In  cases  of  this 
kind,  assuming  a clu’onic  form,  the  cough  may  simulate  that  of 
advancing  phthisis ; and  emaciation,  sweating  and  feverishness 
may  all  add  to  the  resemblance ; subsequent  dilatation  of  the 
bronchi,  the  formation  of  cavity,  and  the  secretion  of  pus  may 
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add  further  to  the  difficulties.  Indeed,  the  discrimination 
may  be  impossible ; but  when  the  history  clearly  points  to  the 
accident  in  swallowing  as  the  date  of  the  appearance  of  the 
cough,  when  the  family  history  is  good,  and  the  i-)hysical  signs 
of  phthisis  equivocal  in  any  way,  the  possibility  of  this  foi-m  of 
disease,  and  the  question  of  surgical  exploration  or  interference 
must  be  entertained. 

In  all  varieties  of  bronchial  and  pulmonary  disease  cough  is 
almost  always  present,  sometimes  in  slight  forms,  sometimes  in 
suffocative  paroxysms  of  great  severity.  In  the  pneumonia  of 
children,  however,  it  is  seldom  present  in  the  early  stage.  In 
pericarditis  also  cough  is  often  a troublesome  symptom ; it  has 
sometimes  a hoarse  quality.  In  pleurisy,  apart  from  complica- 
tions, there  is  sometimes  an  absence  of  cough;  but  pleurisy 
frequently  accompanies  pneumonia  and  phthisis,  and  Avhen  cough 
is  then  present,  it  is  often  extremely  painful, — the  pain  being 
referred  to  the  site  of  the  pleuritic  inflammation.  Similarly 
pain  with  the  cough  occurs  notably  in  pei-icarditis  and  peri- 
tonitis, and  also  in  rheumatic  affections  of  the  muscles.  In 
bronchitis  the  pain  associated  with  the  cough  is  usually  sub- 
sternal.  The  character  of  the  expectoration,  the  physical  ex- 
amination of  the  chest,  and  the  previous  history  must  be  relied 
on  in  seeking  to  ascertain  the  cause  of  cough  in  jnilmonary 
disease.  It  must  be  remembered  that  cardiac,  aneurismal,  or 
renal  affections  may  constitute  the  primary  disease  of  which  the 
pulmonary  mischief  is  but  a manifestation  or  complication. 

EXPECTORATION. 

The  expectoration  of  hospital  patients  is  usually  preserved 
for  inspection  as  a matter  of  routine.  Earthenware  spittoons 
are  generally  employed,  but  glass  dishes  have  the  advantage  of 
showing  the  character  of  the  expectoi’ation  somewhat  better, 
especially  if  it  is  abundant.  In  private  practice  wm  have  to 
dii’ect  the  patient  to  pi’eserve  the  sputa,  when  this  is  a matter 
of  importance,  as  in  pneumonia  and  cases  of  hfemoptysis.  Little 
vessels,  soap  dishes,  or  articles  of  a similar  size,  are  generally 
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at  hand  in  the  bed  room,  and  can  be  used  for  this  purpose. 
When  the  quantity  is  large  we  have  sometimes  to  pour  the  con- 
tents slowly  from  one  vessel  to  another,  so  as  to  judge  of  their 
character  and  admixture;  or  by  emptying  them  on  to  a 
blackened  plate  we  may  be  able  to  pick  out  little  pieces  for 
more  critical  examination.  While  thus  emptying  the  contents 
we  are  able  to  notice  any  foetor,  or  the  peculiar  odour  of  gan- 
gi'ene,  if  these  be  present. 

We  describe  the  expectoration  as  to  its  quantity  in  the 
twenty-four  houi-s;  as  to  its  composition,  whether  mucous,  puru- 
lent, muco-purulent,  or  bloody;  as  to  its  consistence,  whether 
thick  or  thin,  composed  of  separate  and  defined  sputa,  or  more 
homogeneous  ; whether  tenacious,  viscid,  fluid,  or  frothy.  The 
frothiness  may  show  itself  as  large  air  bubbles,  or  these  may 
be  so  minute  and  so  much  mixed  with  the  mucus  as  to  require 
close  examination.  Various  impurities  are  often  mixed  up  with 
the  expectoration, — as  matters  from  the  stomach,  pieces  of  food 
from  the  mouth,  and  accidental  particles  carried  in  from  the 
air.  Colouring  matters  suggestive  of  blood  may  be  derived 
from  the  brown  crust  of  bread,  from  wine,  from  tobacco  juice,, 
and  the  colouring  of  sweet-meats. 

In  health  a little  mucus  is  expectorated,  and  in  disease  the 
sputum  may  consist  chiefly  of  mucus.  In  smoky  towns  this  is- 
very  apt  to  be  of  a dark  colour  from  the  presence  of  floatings 
soot ; and  in  the  case  of  miners,  from  similar  causes,  the  ex- 
pectoration is  usually  black.  Occasionally,  however,  the  black 
colour  is  derived  from  the  pulmonary  pigment  in  cases  with- 
breaking  up  of  the  lungs. 

Frothy  mucus,  sometimes  rather  watery,  is  often  expectorated, 
in  acute  bronchitis  and  oedema  of  the  lung.  INIinute  aeratiom 
of  the  sputa  is  often  found  in  the  tenacious  mucus  expectorated 
in  pneumonia,  but  this  is  usually  rusty  or  distinctly  bloody 
(See  p.  285). 

Purulent  sjyuta  cannot  be  absolutely  separated  from  mucous 
sputa,  as  the  two  conditions  merge  into  each  other,  and 
an  intermediate  condition  is  often  named  “ muco-puinilent.  ^ 
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These  forms  of  expectoration,  must  also  be  described  as  to  their 
frothiness,  consistence,  colour,  Ac.  The  sputa  may  consist  of 
almost  pure  pus ; and  when  these  spread  out  so  as  to  form  flat 
masses  resembling  the  shape  of  pieces  of  money,  they  are  called 
“nummular”;  when  they  retain  a spherical  form  they  are  termed 
“ globular.”  Both  of  these  forms  are  commonly  seen  in  cases  of 
advanced  phthisis,  but  nummular  sputa  may  often  be  found  in 
chronic  bronchitis  also.  Purulent  expectoration  is  common  in 
all  chronic  forms  of  catarrh  affecting  the  respiratory  tract. 
Very  profuse  expectoration  of  pus  (Bronchorrhcea),  usually  of  a 
foetid  character,  may  proceed  from  dilated  bronchi  A sudden 
profuse  expectoration  of  pus,  or  the  sudden  increase  of  it,  may 
depend  on  the  bursting  of  a tubercular  vomica  or  of  an  inti-a- 
pulmonary  abscess,  or  it  may  be  due  to  the  opening  of  a collec- 
tion of  pus  in  the  pleura  into  a bronchus,  or  to  the  opening  of 
a hepatic  abscess  through  the  diaphragm ; or,  more  rarely,  to 
the  bursting  of  some  abscess  in  the  mediastinum  or  elsewhere. 
When  an  emi^yema  bursts  in  this  way  the  pus  expectorated  is 
usually  rather  fluid,  and  it  may  come  up  in  large  quantities. 
The  signs  of  hydro-pneumo-thorax  usually  become  developed 
after  such  an  accident,  but  this  is  not  always  the  case.  The 
pus  from  a pulmonary  abscess  may  or  may  not  be  foetid  ; pos- 
sibly it  may  have  a gangrenous  odour:  its  quantity  on  any 
one  day  is  usually  moderate  (say  12 — 18  oz.),  and  the  micros- 
cope may  reveal  shreds  of  lung  tissue  in  great  abundance,  and 
in  some  cases  blood  ciystals  are  also  present.  Such  abscesses 
are  sometimes  due  to  embolism  of  the  pulmonary  artery. 
Hepatic  abscess  usually  declares  its  presence  by  symptoms  and 
facts  pointing  to  the  liver  before  it  gets  the  length  of  perforat- 
ing the  lung. 

Fibrinous  shreds  from  the  trachea  are  sometimes  expectorated 
in  croup  and  diphtheria,  and  fibrinous  casts  of  the  smaller 
bronchi  may  occur  in  connection  with  Plastic  or  Fibrinous 
Bronchitis. 

Little  cheesy  masses  sometimes  come  from  pits  in  the  tonsils ; 
but  these,  and  also  calcareous  masses,  may  be  expectoi’ated  in 
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cases  of  old  standing  phthisis.  Shreds  of  hydatids  may  be 
brought  up  in  connection  with  hydatid  cysts  of  the  lung  and 
also  of  the  liver.  (See  Fig.  42,  p.  3G5.) 

The  expectoration  of  blood  (haemoptysis)  is  always  a most 
important  fact.  Care  must  be  taken  to  avoid  errors  from  the 
presence  of  colouring  matter  accidentally  mixed  with  the  sputum ; 
the  microscope  may  here  be  called  in  to  discriminate  the  red 
blood  corpuscles.  The  Guaiac  test  used  for  urine  is  not  here 
available.  But  even  when  we  are  sure  of  the  presence  of  blood, 
this  may  possibly  come  from  sj)ongy  gxmis,  as  many  pei-sons’ 
gums  bleed  very  readily,  and  especially  if  they  are  sucked ; or  the 
blood  may  come  from  the  nose,  trickling  down  the  posterior 
nai'es,  even  when  none  appears  from  the  nostrils ; or  the  blood 
may  come  from  ulcerations,  (he.,  in  the  throat  or  in  the  larynx. 
The  mention  of  these  sources  may  serve  to  direct  our  attention 
in  scrutinising  the  source  of  the  bleeding.  Or,  again,  especially 
in  profuse  bleeding,  there  may  be  a question  as  to  whether  it 
comes  from  the  stomach  (Hajmatemesis,  see  p.  327).  Blood 
from  the  lungs  is  usually  more  florid  and  more  frothy  than  that 
brought  up  from  the  stomach  : the  latter  is  usually  dark  and 
acid,  and  may  be  mixed  up  with  partially  digested  food.  The 
term  “ vomiting  ” of  blood,  as  used  popularly,  signifies  the 
bringing  up  of  any  large  quantity  of  blood,  whether  from  the 
lungs  or  stomach.  Even  when  it  comes  from  the  lungs,  the 
action  resembles  very  much  that  of  vomiting.  Difiiculties  in 
the  diagnosis  may  arise  from  blood  from  the  lungs  being  in 
part  swallowed  before  it  is  vomited  uj)  again. 

When  the  blood  really  comes  from  the  lungs,  whether  it  be 
in  large  or  small  quantity,  it  is  always  a seiious  fact.  The  least 
grave  form,  perhaps,  is  the  presence  of  slight  streaks  in  the 
expectoration  in  connection  with  violent  fits  of  coughing,  or 
during  an  attack  of  moderately  acute  bronchitis. 

The  rusty  sputa  found  in  pneumonia  owe  their  colour  to  blood ; 
in  some  cases  the  presence  of  blood  is  very  pronounced  in  this 
disease.  The  rusty  colour  is  pi’oduced  by  the  very  intimate 
admixture  of  blood  with  the  mucus,  and  this  secretion  is 
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usually  very  tenacious,  as  can  be  shown  by  turning  the  vessel 
upside  down  : minute  air-bubbles  may  often  be  seen  in  this  ex- 
pectoi’ation.  This  rusty  expectoration  is  very  important  in 
the  diagnosis  of  pneumonia  from  pleurisy  and  other  affections, 
although  it  is  occasionally  absent, — notably  in  the  case  of  chil- 
•dren,  and  also  usually  in  the  pneumonic  consolidations  of  typhus. 

Closely  allied  to  the  rusty  spit  of  pneumonia,  although  often 
more  distmctly  bloody  and  more  largely  aerated,  is  that  of 
valvular  heart  disease,  or  that  which  is  found  in  minute  aneur- 
ismal  haemorrhages  into  the  trachea,  or  that  of  pulmonary 
infarctions  due  to  embolism  of  the  pulmonary  ai-tery.  This 
last  form  arises  in  cases  of  heart  disease,  and  also  in  diseases 
■characterised  by  a tendency  to  venous  thrombosis  (child-birth, 
.(fee.).  The  co-existence  of  pleuritic  friction  with  evidence  of 
pulmonary  consolidation  and  haemoptysis  has  sometimes  been 
noticed  in  cases  of  this  kind. 

Another  form  of  intimate  admixture  of  blood  assumes  a 
darker  colour,  somewhat  resembling  prune  juice  : this  occurs  in 
cases  where  the  blood  lingers  longer  in  the  pulmonary  tissues ; 
it  is  found  in  cases  of  chronic  pneumonia  going  on  to  destruc- 
tion of  the  lung,  and  also  in  cei'tain  cases  of  aneurismal 
haemorrhage,  where  the  openings  are  so  minute  as  to  leak  only 
to  a slight  extent. 

A form  of  bloody  spit,  somewhat  resembling  the  appearance 
■of  red  currant  jelly,  is  sometimes  seen  and  is  regarded  as  char- 
acteristic of  pulmonary  cancer. 

Haemorrhage  from  the  lungs  may  occur  as  part  of  a general 
haemorrhagic  tendency,  as  in  2)urpiu*a  and  haemorx-hagic  small- 
pox ; the  exact  appearance  of  the  blood  will  vaiy  accoi-ding  to 
the  extent  and  situation  of  the  special  bleeding.  In  certain 
cases  of  irregular  or  suppressed  menstruation  the  discharge  is 
said  to  find  its  escape  occasionally  from  the  lungs.  This  idea  of 
“vicarious  menstruation,”  however, must  always  be  regarded  with 
the  gravest  suspicion,  especially  in  young  subjects,  as  suppressed 
menstruation  and  haemoptysis  afford  strong  grounds  for  suspect- 
ing pulmonary  phthisis;  this  doubt  can  only  be  set  aside  by 
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careful  watching  over  a lengthened  period.  Large  hsemorrhages 
from  the  lungs  occur  in  phthisis  both  in  its  earliest  and  its  latest 
stages,  in  cardiac  affections,  especially  in  disease  of  the  miti'al 
orifice  and  valve,  and  in  cases  of  thoracic  aneurism  bursting  into 
the  .trachea  or  bronchi.  With  regard  to  phthisis  the  profuse 
hsemorrhage  in  the  early  stage  is  not  very  intelligible ; it  may 
occur  while  as  yet  there  are  no  physical  signs  of  consolidation, 
and  not  very  unfrequently  there  is  even  an  absence  of  the 
physical  signs  we  would  expect  from  the  presence  of  blood  in 
the  air  vesicles : usually,  however,  some  moist  rales  can  be 
heard.  (A  slight  hmmoptysis  frequently  repeated  is  much 
commoner,  of  course,  in  phthisis  than  these  alarming  attacks.) 
Large  hremorrhages  in  the  late  stages  of  phthisis  are  usually 
due  to  the  giving  way  of  some  considerable  artery,  destroyed 
probably  in  the  coui-se  of  the  ulcerative  process.  Sometimes 
these  hajmorrhages  are  due  to  the  rupture  of  an  anemism  of 
the  pulmonary  artery.  These  aneurisms  form  in  old  phthisical 
cavities,  and  frequently  give  rise  to  smart  hjemorrhages,  or  to 
constant  staining  of  the  sputa  for  some  time  befoi'e  the  fatal 
hemoptysis  occurs. 

Hemoptysis  from  heart  disease  may  be  inferred,  as  a rule, 
when  valvular  disease  of  the  heart  is  discovered,  apart  from  any 
signs  of  aortic  aneui-ism.  The  large  hemorrhages  from  rupture 
of  aortic  aneurism  are  usually  almost  immediately  fatal,  but 
the  patient  may  rally  for  a time.  Such  hemorrhage  is  generally 
preceded  by  slighter  forms  of  bleeding,  but  sometimes  a profuse 
hemoptysis  is  the  first  indication  of  aneurismal  disease. 

Microscopic  examination  of  the  sputum  is  useful  in  determining 
the  presence  of  pus  and  blood  corpuscles,  the  presence  of  book- 
lets, &c.  from  hydatids  (Fig.  42,  p.  365),  and  the  occurrence  of 
crystalline  forms,  such  as  cholesterine  and  blood-crystals.  Scales 
of  cholesterine  (Fig.  43,  p.  367)  are  found  in  the  sputa,  in  some 
of  the  cases  in  which  a pleuritic  exudation  has  opened  into 
the  lung : they  may  just  possibly  occur  also  in  cases  of  long- 
i*etained  secretions  within  the  lung  itself.  Brilliantly  coloured 
blood-crystals  in  the  sputa  are  found,  at  times,  in  coimection 
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with  haemorrhagic  infarctions  which  have  gone  on  to  abscess. 
Various  forms  of  vegetable  growths  are  often  found  on  micro- 
scopic examination,  but  these  are  not  usually  of  much  im- 
portance. Fragments  of  pulmonary  tissue  are  sometimes  so 
abundant,  especially  in  cases  of  pulmonary  abscess,  that  they 
can  be  found  on  plaa'ng  a drop  of  the  jiurulent  expectoration 
on  a microscopic  slide,  without  preparation  of  any  kind.  In 
cases  of  phthisis,  however,  the  fragments  are  not  so  numerous, 
or  are  too  much  entangled  in  thick  pus  to  be  found  in  this  way! 

Sometimes  by  picking  out  with  needles  little  fragments  from 
the  sputa,  we  may  hit  upon  pulmonary  tissue.  Another 
method,  recommended  by  Dr.  Fenwick,  consists  in  liquefying 
the  pus  by  means  of  caustic  soda.  A solution  containing  about 
twenty  grains  to  the  ounce  is  added  in  equal  volume  to  the 
expectorated  matter  brought  up  during  a night;  this  is  cau- 
tiously boiled  in  a flask  or  flat  dish,  so  as  to  allow  of  efiicient 
stirring  and  mixing  : the  mixture  is  just  boiled,  and  if  still  not 
sufliciently  liquefled  a little  more  of  the  solution  should  be 
added.  Prolonged  boiling  and  too  much  alkali  tend  to  dissolve 
the  fibrous  tissue  searched  for,  and  so  must  be  avoided.  The 
liquefied  mixture  is  placed  in  a cylindrical  glass  vessel,  and  after 
it  settles,  a few  drops  of  the  sediment  may  be  examined  with 
the  microscope,  or  a portion  of  the  liquefied  material  may  be 
placed  in  a similar  vessel,  and  three  or  four  volumes  of  water 
added  to  it  so  as  to  assist  the  precipitation  of  the  pulmonary 
fragments. 

In  examining  the  sediment  a few  drops  should  be  lifted  by 
means  of  a dipping  rod  (not  drawn  to  a point),  and  these 
should  be  placed  on  a large  slide  or  shallow  cell ; the  layer  of 
fluid  must  however  be  vei’y  thin.  A low  power  should  be  used 
— an  inch  or  half-inch  objective — and  if  any  gi-oup  of  fibres  re- 
sembling the  arrangement  of  the  pulmonary  cells  can  be  seen, 
higher  powers  may  be  used  to  resolve  theii'  structure.  Occa- 
sionally separate  yellow  elastic  fibres  can  also  be  recognised,  with 
their  typical  curling  at  the  ends.  The  pieces  vary  much  in  size : 
sometimes  only  a few  loose  fibres  can  be  found.  (See  Fig.  29.) 
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Several  things  tend  to  confuse  the  beginner  in  this  inquiry. 
Portions  of  vegetable  tissue,  from  the  food  or  from  accidental  ad- 
mixture, are  often  found,  as  they  resist  of  course  the  caustic  action 


Fig.  29.— Lung  Ti.ssue  obtained  from  sputa  after  digestion  in  caustic  soda. 
(Drawn  by  Ur.  John  Wilson.) 


of  the  soda ; their  cellular  structure  sometimes  misleads.  INIore 
misleading  still  is  the  appearance  of  certain  vegetable  growths ; 
but  their  branching  and  interlacing  fibres  usually  guard  us 
from  error.  A good  plan  for  the  beginner  is  to  secure  some 
pus  from  a phthisical  cavity,  at  a jjost-mortem  inspection,  and 
by  subjecting  this  to  microscopic  examination  after  digestion  in 
soda,  and  also  without  any  such  preparation,  he  becomes  familiar 
with  the  appearances  searched  for,  apai-t  from  most  of  the  struc- 
tures which  tend  to  confuse.  Fragments  of  pulmonary  tissue 
are  found  in  cases  of  phthisis  and  in  cases  of  pulmonary  abscess : 
their  presence  assists  sometimes  in  distinguishing  pus  vomited 
from  an  abscess  from  that  of  an  empyema  opening  into  the 
lung. 

HAlMOPtRHAGES. 

In  the  investigation  of  a case  of  anmmia,  and  in  conducting 
certain  parts  of  other  inquiries,  Ave  have  sometimes  to  ask  about 
the  occurrence  of  any  serious  loss  of  blood.  Such  losses  may  be 
serious  from  their  great  severity,  or  from  their  long  continuance. 

T 
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It  is  often  necessary  to  enumerate  to  the  patient  the  various  forms 
of  hiemorrhage,  as  otherwise  we  may  fail  in  ascertaining  the 
facts.  Thus  we  inquire  for  any  excessive  bleeding  occurring 
from  the  surface,  from  wounds,  ulcers,  leech  bites,  Ac.  In  the 
case  of  women,  we  ask  about  any  losses  of  blood  in  connection 
with  abortions,  or  with  childbirth ; and  for  any  other  hjemor- 
rhages  from  the  womb  (Menorrhagia,  Metrorrhagia).  Spitting 
or  vomiting  of  blood,  whether  from  the  lungs  or  stomach  (Hte- 
moptysis  and  Hsematemesis)  and  bleeding  from  the  nose  (Epis- 
taxis),  or  from  the  gums,  can  scarcely  be  overlooked.  Passing 
blood  from  the  bowels,  and  the  bleeding  from  piles,  should  be 
inquired  for  se^mrately , and  the  change  of  colour  in  the  blood, 
giving  rise  to  dark  or  tarry  motions  (Melaena),  should  be 
explained  to  the  patient.  Blood  in  the  urine  (Hfematuria)  is 
usually  recognised  as  such  by  the  patient  if  very  profuse 
and  long  continued,  but  smaller  quantities  may  escape  notice  j 
subcutaneous  haemorrhages  or  blotches,  and  jiurple  spots  may 
also  be  inquired  for. 

Most  of  these  forms  of  bleeding  are  discussed  under  their 
special  sections,  but  bleeding  from  the  nose  (Epistaxis)  requires 
some  special  notice  here  Like  other  forms  of  bleeding,  it  may 
be  due  to  general  causes,  such  as  iiiirpiira,  d:c.  (see  p.  291), 
this  form  of  haemorrhage  being  but  one  of  the  manifestations. 

Epistaxis  also  occurs  in  connection  wnth  severe  headache, 
arising  either  from  functional  disturbance,  or  from  cerebral 
disease.  The  haemorrhage  is  followed  sometimes  by  consider- 
able relief;  it  may  be  brought  on  in  some  persons  very  readily  by 
excitement  and  heated  rooms.  It  is  not  uncommon  in  the  early 
stage  of  enteric  fever,  and  it  also  forms  an  early  sj'mptom  in 
certain  cases  of  cardiac  and  hepatic  disease  of  various  kinds. 
It  occurs  sometimes  also  in  renal  affections.  Epistaxis  and 
other  forms  of  haemorrhage  ai'e  not  uncommon  in  connection 
vvith  disease  of  the  sjileen.  Bleeding  at  the  nose  often  arises  in 
direct  connection  with  the  violent  paroxysms  of  whooping- 
cough,  and  it  may  be  associated  in  this  disease  with  bleeding 

O 

from  the  eyes  and  ears.  Sometimes,  although  rai-ely,  this 
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bleeding  from  the  nose  is  so  readily  excited  by  the  fits  of  cough- 
ing,  and  is  so  excessive,  that  Ave  must  suppose  some  peculiarity 
in  the  system  at  the  time,  especially  as  this  proclivity,  after 
lasting  for  a while,  may  pass  away,  although  the  fits  of  cough- 
ing continue,  or  even  become  more  violent.  Bleeding  from  the 
nose  may  be  from  one  nostril  only  or  from  both.  In  many 
cases  the  blood  goes  back  to  the  throatj  and  it  may  be  swallowed 
or  brought  up  according  to  the  strength  or  the  position  of  the 
patient.  Slight  bleeding  from  the  nose  is  often  due  to  j)icking 
the  nostril.  This  occurs  in  children  chiefly,  and  is  suggestiA^e 
of  gastro-intestinal  irritation  from  Avorms,  diarrhoea,  <tc. 

Amongst  the  general  causes  of  hceniorrhage,  applying  to  many 
or  most  of  the  forms,  may  be  mentioned  pui’pura  hajmorrhagica 
and  haemorrhagic  small-pox.  Bleeding  at  the  nose  often  arises 
in  enteric  fcA'er,  jArobably  from  general  causes.  Intestinal 
haimorrhage  is  mostly  due  to  the  local  affection  in  this  disease. 
In  1 elapsing  fever,  menoiThagia  and  post-partum  haemorrhage 
aie  common  j and  floodings  after  abortions  or  parturition  are 
sometimes  most  alarming  in  typhus  fever  and  small-pox. 

Scurvy  resembles  purpura  in  predi.sposing  strongly  to  haemor- 
ihage  from  the  gums  and  elseAvhere,  and  also  from  the  ulcers 
Avliich  arise  in  its  course.  The  haemorrhagic  diathesis  (Haemo- 
philia) must  also  be  mentioned  here.  The  bleedings  connected 
A\ith  this  state  may  be  spontaneous — ajiart  from  any  obvious 
injury,  but  more  commonly  they  ai*ise  from  slight  Avounds  or 
pricks ; leech  bites  are  peculiarly  ai)t  to  be  intractable.  Affec- 
tions of  the  joints  sometimes  appear  in  young  subjects  in  con- 
nection Avith  this  state,  or  during  an  interval  of  its  suspension. 
The  hfemorrhages  from  chronic  hepatic,  cardiac,  and  renal 
disease  are  usually  determined  by  local  conditions — cardiac 
disease  giving  rise  especially  to  haemoptysis,  hepatic  disease  to 
gastiic,  intestinal,  or  haemorrhoidal  bleeding,  and  renal  disease 
to  haematuria  but  a general  influence  can  also  be  traced  in  all, 
from  their  tendency  to  be  associated  Avith  small  subcutaneous 
haemorrhages  and  epistaxis.  Hjemoi’rhage  under  the  conjunctiA  a 
occurs  at  times  in  renal  disease,  and  retinal  hemorrhage  is  a 
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well-known  complication.  Cerebral  haemorrhage  is  likewise 
common  in  renal  disease,  especially  when  associated  with  cardiac 
hypertrophy. 

In  the  forms  of  splenic  enlargement  due  to  malarial  fevers 
and  other  causes,  and  in  the  different  varieties  of  leukaemia  and 
lymphatic  disease,  epistaxis  and  subcutaneous  haemorrhages  are 
common. 


EXAMINATION  OF  THE  BLOOD. 

Aj)art  from  the  superficial  .examination  of  the  blood  lost  in 
haemorrhages  of  various  kinds,  much  may  be  hoped  from  an 
elaborate  chemical  and  microscopic  investigation  of  samples  of 
the  blood  in  different  forms  of  disease.  Hitherto  comparatively 
little  has  been  made  of  this  form  of  inquiiy,  but  indications  of 
its  growing  importance  are  not  wanting.  With  regard  to  the 
chemical  department  of  this  subject  there  are  two  great  diffi- 
culties. We  have  to  face  all  the  complications  of  one  of  the 
most  difficult  departments  of  organic  analysis,  while  but  few 
physicians  in  actual  practice,  if,  indeed,  there  be  any,  are  ade- 
quately prepared  for  siich  investigations.  The  woi’ks  of  Hojipe- 
Seyler  may  be  referred  to  for  the  best  instructions  in  this  branch 
of  chemistry.  But,  further,  we  are  confronted  with  the  prac- 
tical difliculty  of  obtaining  samples  of  blood  at  such  times  and 
in  such  quantities  as  chemical  analysis  demands  : the  cessation 
of  venesection  as  a common  form  of  treatment  renders  this 
scarcely  possible.  While  this  practice  was  common,  attention 
was  much  directed  to  the  presence  or  absence  of  the  “ buffy 
coat”  in  the  blood  x-emoved  by  bleeding,  an  appearaxxce  so  usual 
in  the  blood  drawn  from  the  veins  in  inffammatoiy  diseases, 
that  its  presence  was  founded  on,  in  doubtful  cases,  as  an  indi- 
cation of  the  existence  of  iixflammation.^ 

Occasionally,  even  now,  we  try  to  pi*ocui’e  small  quantities  of 
blood  for  experimental  or  diagnostic  purpose.s,  as  described  in 

1 This  subject  is  discussed  in  physiological  works.  See  especially  the 
researches  on  the  coagulation  of  the  blood  by  Lister  and  others. 
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the  section  on  gouty  joints  where  Garroil’s  method  of  detecting 
uric  acid  is  dealt  with  in  detail  (p.  115). 

Minute  quantities  of  blood  for  microscopic  and  other  similar 
e.Kaminations,  ai’e  always  obtainable,  without  detriment  to  the 
treatment,  of  whatever  kind  this  may  be : fortunately  it  is  in 
this  direction  that  the  most  distinct  advances  have  recently  been 
made  in  the  examination  of  the  blood  for  the  purposes  of  diag- 
nosis. 

The  presence  of  an  excessively  large  proportion  of  colourless 
coiqinscles  in  a drop  of  blood  drawn  from  a patient  constitutes 
the  condition  now  known  as  Leukcnmia.  This  condition  in  its 
most  striking  form  is  usually  associated  with  evidence  of  changes 
in  the  spleen  or  in  the  lymphatic  glands  of  the  patient  (Splenic 
and  Lymphatic  Leukasmia : see  also  p.  109).  But  the  relative 
numbers  of  the  white  and  red  corpuscles  vaiy  greatly  in  diflerent 
pei-sons,  at  dilferent  times,  within  the  limits  of  health  : in  various 
diseases  the  proportion  is  likewise  seriously  disturbed,  so  that 
much  care  is  required  in  fonnulating  a diagnosis  based  on  an 
apparent  increase  of  the  white  coz’puscles  ; in  amemic  conditions 
and  in  cancerous  affections,  in  pai’ticular,  the  white  corpuscles 
are  often  increased.  In  preparing  a sjzecimen  for  microscopic 
examination  we  usually  prick  the  skin  of  the  finger  suddenly  by 
means  of  a sewing  needle,  and  occasionally  it  is  better  to  produce 
congestion  of  the  finger  beforehand  by  the  moderate  compression 
of  a ligature.  AVe  place  the  drop  of  blood  on  a perfectly  clean 
slide  and  apply  a cover  glass,  taking  care  to  avoid  the  soiling 
of  the  glasses  by  any  exhalations  fi-om  the  skin  of  the  patient 
or  of  the  observer,  and  also  avoiding  any  pressura  likely  to 
damage  the  corpuscles.  The  drop  of  blood,  indee<l,  may  with 
advantage  be  received  on  the  under  surface  of  the  cover  glass, 
held  with  a pair  of  forceps,  and  the  cover  glass  may  then  be 
slipped  very  gently  down  on  to  the  microscopic  slide ; we  aim 
at  having  just  enough  blood  to  fill  the  space  between  the  two. 
The  red  corpuscles  usually  tend  to  run  into  rouleaiix,  and  the 
white  blood  corpuscles  may  generally  be  easily  recognised  from 
the  difference  of  their  shape,  their  somewhat  larger  size,  and 
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their  want  of  colour : their  granular  apj^earance  also  favours 
their  recognition.  The  actual  number  of  white  blood  corpuscles 
visible  in  the  field  may  then  be  counted,  and  in  noting  the  result 
we  should  name  the  power  of  the  microscope,  sjiecifying  the 
number  or  the  focal  distance  of  the  objective  and  the  maker  of 
the  instrument;  or  we  may  attempt  to  estimate  the  proportion  of 
the  white  to  the  red  corpuscles  by  countmg  both  in  a given  part 
of  the  field,  noting  1—40,  1—20,  1—10,  or  1—2,  &c.,  as  the  case 
may  be.  We  should  always  estimate  several  different  microscojiic 
“ fields”  before  arriving  at  an  opinion,  and  it  is  very  desirable 
also  to  have  more  than  one  specimen  of  blood  to  avoid  accidental 
fallacies.  The  figures  named  above  indicate  the  results  fre- 
cjuently  obtained  in  cases  of  disease  : the  normal  projiortion  of 
the  white  to  the  red  corpuscles  is  very  much  less. 

But  such  methods  of  enumeration  are  confessedly  rough,  and 
veiy  subject  to  accidental  variations.  A.  more  accurate  deter- 
mination demands  the  actual  counting  of  the  corpuscles  of  both 
kinds  in  a quantity  of  blood  of  known  volume.  In  order  to 
facilitate  this,  tubes  and  slides  have  been  devised  by  Malassez 
and  othei-s.  A capillary  jupette  (Potain’s)  is  so  constructed  as 
to  allow  one  volume  of  blood  to  be  diluted  with  a hundred 
volumes  of  a 10  per  cent,  solution  of  sulphate  of  soda.  This 
mixture  not  only  dilutes  and  facilitates  the  subsequent  enumera- 
tion, but  it  also  prevents  coagulation.  Malassez  has  also  devised 
a flattened  capillary  tube  fixed  in  a microscopic  slide,  carefully 
adjusted  to  indicate  a definite  cubic  capacity  for  a given  length 
these  relations  being  marked  on  the  glass  slides : e.g.  400 
micro-millimetei's  rejjresent  i^art  of  a cubic  millimeter, 

and  500  represent  part,  as  determined  by  the  instrument- 

maker.  With  such  an  aiTangement  it  is  evident  that  all  we 
require  is  some  means  of  measuring  the  micro-millimeters  (each 
of  these  is  equal  to  part  of  a millimeter,  and  is  often 

indicated  by  the  Greek  letter  g).  This  is  best  done  by  means 
of  an  ocular  micrometer,  divided  into  small  squares,  the  exact 
value  of  which  may  be  determined  once  for  all  by  a stage 
micrometer,  an  adjustment  of  the  one  micrometer  to  the  other 
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being  made  by  drawing  out  the  tube  of  tlie  microscope  to  a 
certain  point  which  may  then  be  marked : we  can  thus  make 
the  divisions  of  the  ocular  micrometer  correspond  in  some 
definite  proportion  to  those  of  the  stage  micrometer.  In  this 
way,  by  counting  the  corpuscles  in  a definite  number  of  the 
squares  we  can  estimate  their  actual  number  in  a definite  fraction 
of  a cubic  millimeter,  and  on  multiplying  by  a hundred,  for  the 
dilution  used,  we  obtain  the  figure  wanted. 

Another  plan  is  to  use  the  same  method  of  diluting  the  blood 
(at  least  if  small  quantities  only  are  available),  but  instead  of 
using  the  special  slide  of  Malassez  just  described,  Hayem  and 
Nachet  employ  a slide  having  a glass  ring,  |th  of  a millimeter 
in  depth,  cemented  on  its  upper  surface.  A drop  of  the  mix- 
ture, not  enough  to  fill  the  cell  so  formed,  is  ijlaced  in  the  middle 
of  the  ring,  and  a peifectly  flat  cover  glass  is  so  laid  on  that  the 
drop  touches  and  adheres  to  it  without  reaching  the  sides  of 
the  cell.  If  a square  area  of  4th  of  a millimeter  be  selected,  we 
have  of  course  ^ th  of  a cubic  millimeter  of  diluted  blood  ready 
for  our  enumeration  by  means  of  the  ocular  micrometer  ruled 
in  squares  as  before.  ^ 

By  such  a method  we  can  state  the  actual  number  of  white 
and  red  corpuscles  in  a definite  volume  of  blood,  or  if  we  prefer 
doing  so,  we  can  give  the  ratio  of  the  one  to  the  other  with 
great  accuracy. 

In  examining  the  white  corpuscles  as  to  their  number  wc 
should  also  notice  any  peculiarity  in  their  size.  This  is  most 
easily  judged  of  by  comparison  with  the  red  corpuscles.  In 

1 For  details  and  illustrations  of  the  instruments  see  Scliiifer’s  Practical 
Histology,  p.  263  and  261.  See  also  Rutherford’s  Practical  Histology.  The 
instruments  are  obtainable  from  M.  Verick,  2 Rue  de  la  Parcheminerie,  Paris : 
Potain’s  tube  for  diluting  and  mixing  the  blood  and  the  Malassez  slide  cost 
together  40  francs.  Eye  piece  micrometers,  with  the  squares  ruled  on  the 
glass,  may  be  obtained  from  the  same  instrument  maker  and  others.  A 
modification  of  Hayem  and  Nachet’s  method,  with  a slide  prepared  as  above 
described,  and  also  furnished  with  divisions  ruled  on  it,  after  the  manner  of  a 
stage  micrometer,  has  been  devised  by  Dr.  Gowers,  and  may  be  obtained  from 
Hawksley,  instrument  maker  in  London.  (See  Practitimier,  July,  1878.) 


29G 


EXAMINATION  OF  THE  BLOOD. 


certain  cases  of  leukaemia  the  white  globules  are  of  the  usual 
size,  but  at  other  times  they  ai’e  smaller  than  natural,  and  a 
mixture  of  large  and  small  white  corpuscles  may  sometimes  be 
seen.  (See  illustrations  in  Bennetts  work  on  Leucocythaemia.) 
No  definite  significance  can  as  yet  be  safely  attached  to  these 
variations  in  size,  but  the  facts  ought  to  be  recorded  when 
ascertained. 

The  red  corpuscles  may  be  estimated  as  to  their  absolute 
number  in  a definite  volume  (say  1 cubic  millimeter) : a diminu- 
tion in  this  respect  has  been  found  in  cases  of  anaemia,  and 
variations  may  also  be  noticed  during  the  course  of  the  treat- 
ment. Changes  in  the  appearance  of  the  red  coi*j)uscles  are  also 
to  be  observed;  and  any  peculiarity  or  any  deviation  from  the 
usual  appearances  ought  to  be  noted,  although  such  changes  ai’e 
generally  due  to  evaporation  and  other  physical  causes  (crenated 
margins,  absence  of  the  running  together  into  rouleaux,  &c.). 
More  serious  changes  in  the  shape  of  the  red  corpuscles  are 
sometimes  seen,  and  have  been  figured,  but  these  alterations 
pi’obably  arise  from  mechanical  pressure  in  preparing  the  speci- 
men. Increase  in  the  size  of  the  red  corpuscles  has  also  been 
observed  in  cases  of  anaemia. 

Minute  fragments  of  j5rotoplasm  are  sometimes  seen  in  speci- 
mens of  blood : they  appear  as  a somewhat  granular-looking 
debris : they  may  result  from  rupture  of  the  corpuscles  whOe 
applying  the  cover  glass ; minute  masses  of  this  kind  are  some- 
times found  apart  from  this  in  fevers  and  vai'ious  other  diseases, 
but  their  significance  is  not  gi’eat,  or  at  least  is  not  yet  properly 
known. 

Small  coloured  cells,  smaller  than  the  red  corpuscles,  deeper 
in  colour,  globular  in  shape  and  difiering  in  theii-  behaviour 
with  reagents  have  been  observed  in  certain  cases  of  Pernicious 
anaemia,  and  are  figured  by  Eichoi-st  in  his  work  on  this  subject. 

Another  branch  of  tlie  microscopic  investigation  of  the  blood 
has  recently  opened  up  a most  interesting  and  important  de- 
partment of  pathology.  The  existence  of  living  mganisms  in 
the  blood  has  now  been  established  in  several  diseases.  The 
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earliest  discovered  and  perhaps  the  most  important  organism  of 
this  class  is  that  found  in  the  disease  known  under  the  names  of 
malignant  pustule,  splenic  fever,  anthrax,  charbon,  and  other 
synonyms  : the  organism  is  found  both  in  the  human  subject  and 
in  animals  thus  affected.  This  organism  is  a short,  straight, 
motionless  rod,  about  as  long  as  the  breadth  of  a blood  corpuscle ; 
it  is  named  the  Bacillus  anthracis,  and  has  been  shown  by  experi- 
ment to  be  definitely  related  to  the  activity  of  the  virus.  (This 
bacterium  resembles  a veiy  common  and  harmless  one  found  in 
infusions  of  hay,  &c.,  named  the  Bacillus  subtilis,  but  this  latter 
is  endowed  with  motion.) 

In  relapsing  fever  organisms  of  another  class  are  found  in  the 
blood  during  the  paroxysm  of  the  fever,  and  also  in  the  relapse, 
but  not  in  the  apyi-etic  interval.  They  consist  of  minute  spiral 
fibrils  of  the  most  extreme  tenuity,  and  the  length  is  from  two 
to  six  times  the  breadth  of  a blood  corjiuscle.  They  are  named 
Spirilla  (or  by  Cohn,  Spirocluete  Obermeieri) : the  spirals  assume 
various  forms  in  their  combinations. 

The  Filaria  sanguinis  hominis  (Lewis)  may  also  be  men- 
tioned : it  is  found  in  the  blood  (and  the  urine)  of  persons 
afiected  with  a certain  form  of  chyluria,  but  as  yet  only  in  India 
and  Australia.  It  is  about  the  breadth  of  a blood  corpuscle, 
and  about  T^th  of  an  inch  in  length,  and  exhibits  active  wrig- 
gling movements. 

Another  method  of  investigating  the  blood  consists  in  de- 
termining its  richness  in  haemoglobin,  from  the  depth  of 
colour  presented  by  a dilution  of  known  strength.  For  this 
purpose  Potain’s  capillary  pipette  for  mixing  the  blood  is  re- 
quired, and  the  whole  instrument  may  be  procured  from  the 
maker  who  supjdies  Malassez’s  slide,  (see  p.  295).  The  instru- 
ment is  furnished  Avith  a scale  for  comparing  the  depth  of  colour 
obtained  with  a definite  standard,  and  a table  supplies  the  esti- 
mate of  the  richness  in  haemoglobin.  By  this  means  we  are 
able  to  judge  of  the  impoverishment  of  the  blood  in  anaemia, 
and  to  trace  the  gi-adual  improvement  occurring,  in  favourable 
cases,  under  treatment. 
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CHAPTER  X. 

EXAMINATION  OF  THE  FAUCES,  LARYNX, 
AND  NARES. 

THE  FAUCES. 

T N ordei’  to  investigate  the  fauces  and  the  parts  in  that  neigh- 
bourhood, it  is  necessary  to  bring  the  patient  opposite  a 
window  or  a lamp  so  ari’anged  that  the  light  will  pass  through 
the  mouth  to  its  posterior  parts.  If  the  patient  be  now  made 
to  open  his  mouth,  it  will  sometimes  happen  that  the  fauces 
are  at  once  visible.  More  frequently,  however,  the  tongue 
interferes  with  the  view ; in  its  posterior  j^arts,  especially,  it 
often  mounts  up,  and,  lying  in  contact  with  the  soft  palate,  com- 
pletely fills  up  the  back  part  of  the  mouth.  It  is  sometimes  a 
little  difficult  to  dispose  of  the  tongue,  but  by  varying  the  pro- 
cedure according  to  circumstances  the  difficulties  may  generally 
be  overcome.  It  is  sometimes  sufficient  to  close  the  nostrils  of 
the  patient  so  as  to  cause  him  to  breathe  through  the  mouth, 
for  then  the  dorsum  of  the  tongue  must  leave  the  palate  in 
order  to  allow  of  the  passage  of  air.  Yery  often  it  is  necessary 
to  press  down  the  tongue,  and  this  may  sometimes  be  done  with 
the  finger  of  the  observer,  but  as  a rule  it  is  best  pei-formed 
with  a s])atula  or  the  handle  of  a spoon.  The  best  form  of 
tongue  depressor  is  a flat  metal  plate  slightly  cmwed,  so  as  to 
give  a hollow  surface,  fitted  to  adapt  itself  to  the  dorsum  of  the 
tongue.  It  is  an  advantage  that  the  plate  should  have  an  oval 
aperture  near  its  extremity,  because  the  surface  of  the  tongue 
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will  project  througli  this,  and  by  catching  on  the  edges  of  the 
aperture  prevent  the  instinnient  slipping.  If  the  handle  of  a 
spoon  be  used,  it  ought  to  be  a table  spoon,  and  one  without 
any  carving  on  it,  as  this  only  irritates  the  tongue,  besides 
occupying  space.  The  spatula,  in  whatever  form  it  may  be, 
should  be  pushed  well  back  before  being  brought  to  bear  on  the 
tongue,  and  should  then  be  ])ressed  firmly  downwards  and  for- 
wards. The  pressure  should  be  steady  and  firm,  and  if  the 
student  practises  on  himself,  he  will  have  less  difliculty  when  he 
comes  to  examine  a patient. 

When  the  tongue  is  thoroughly  depressed  a full  view  is 
obtained  of  the  uvula  hanging  down  and  tremulous  in  the 
middle  line ; the  soft  palate  arching  to  either  side  of  the  uvula, 
and  dividing  into  two  pillars,  which  appear  as  slight  projections, 
one  in  front  of  the  other ; the  tonsils,  which  in  the  normal  state 
are  hardly  visible  between  the  pillars  of  the  fauces ; and  lastly, 
the  pharynx,  whose  posterior  wall  is  seen  behind  the  uvula  and 
soft  palate.  It  is  often  possible  by  moving  the  spatula  from 
one  side  of  the  tongue  to  the  other  to  expose  the  pillars  of  the 
fauces  and  the  tonsils  more  fully  than  by  keeping  it  in  the 
middle  line. 

In  order  to  appreciate  the  changes  which  occur  in  the  fauces, 
it  will  be  necessary  to  familiarise  oneself  with  the  normal  ap- 
pearances. But  this  being  premised,  the  principal  points  to  be 
observed  are  these  : — The  state  of  the  uvula,  whether  it  be  un- 
usually thick,  and  (what  generally  goes  along  with  this),  unduly 
motionless;  whether  it  be  altered  in  colour,  in  the  way  of  bright 
red  or  dark  red,  the  former  usually  indicating  a more  acute  and 
the  latter  a more  chronic  inflammation.  Is  there  any  exudation 
or  ulceration  on  the  uvula?  Then  as  to  the  fauces  proper,  is 
the  mucous  membrane  covering  these  parts  thickened  or  reddened 
or  ulcerated,  or  the  seat  of  an  exudation  ? Is  there  any  enlarge- 
ment or  other  change  visible  in  the  tonsils  or  their  neighbour- 
hood ? A systematic  examination  of  each  part  with  a direct 
view  to  determining  the  facts  in  regard  to  these  various  con- 
ditions will  be  of  great  consequence. 
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Morbid  Appearances  in  the  Fauces. — But  now  it  will  be 
well  to  give  some  indication  of  the  conditions  actually  met  with 
in  certain  of  the  commoner  diseases.  The  commonest  of  all  is 
Catarrh,  in  which,  as  a general  rule,  fauces,  pharynx,  and  tonsils 
all  take  some  part.  If  the  disease  be  acute  we  will  find  the 
whole  soft  palate  of  a red  colour,  and  there  is  considerable 
swelling,  especially  of  the  uvula.  The  uvula  is  both  longer  and 
thicker  than  usual,  the  reason  being,  that  as  its  tissue  is  looser 
and  freer  on  all  sides,  the  inflammatory  exudation  has  more 
room  to  accumulate  here,  and  the  uvula  may  become  quite 
plump  and  bulky.  The  pharynx  is  also  seen  to  be  red,  and  in 
■certain  stages  of  the  disease  it  may  be  found  covered  with  a 
mucous  or  muco-purulent  secretion.  The  tonsils  are  for  the  most 
part  swollen,  and  they  project  towards  the  middle  line.  In  the 
chronic  form  of  the  disease  the  mucous  membrane  is  of  a duller 
red,  and  the  swelling  is  less  uniform.  The  uvula  is  elongated, 
thickened,  and  unduly  rigid,  but  it  has  not  the  plump, 
bulky  appearance  of  the  acute  disease,  and  some  dilated  veins 
may  be  visible  on  it.  The  mucous  membrane  of  the  pharynx  is 
seen  to  be  rough  on  the  siu’face,  from  the  thickening  being 
irregular,  and  little  projections  occur  at  short  intervals.  There 
may  be  small  superficial  ulcers  visible  in  this  disease  on  the 
soft  jialate,  tonsils,  or  pharynx. 

In  Scarlet  fever  the  condition  of  the  fauces  is  that  of  an  acute 
inflammation,  and  the  conditions  presented  are  very  like  those 
just  referred  to.  The  uvula,  palate,  tonsils,  and  pharynx  are 
generally,  even  in  the  mildest  cases,  red  and  swollen.  The  red 
and  swollen  mucous  membrane  is  often  covered  with  a laj^er  of 
tenacious  mucus,  and  in  the  more  severe  cases  the  tonsils  may 
be  so  much  swollen  as  almost  to  obstruct  the  fauces.  All  these 
processes  are  acute,  developed  in  the  course  of  a compamtively  few 
hours.  In  the  more  severe  cases  there  is  more  than  a simple 
catarrhal  inflammation.  Instead  of  a layer  of  mucus  on  the 
mucous  membrane,  there  appear  specks  and  patches  of  a grey 
colour,  which  seem  to  be  adhering  to  the  siu-face,  although 
they  can  generally  be  removed  without  breach  of  surface. 
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Along  with  this  catarrh,  as  in  simple  catarrhal  inflammation, 
superficial  ulcers  may  form,  which  are  not  to  be  mistaken  for 
the  patches  about  to  be  mentioned.  But  sometimes  there  is 
actual  sloughing  of  parts  of  the  mucous  membrane,  and  the 
sloughs  coming  away  leave  deeper  irregular  ulcers.  This 
sloughing  is,  however,  only  met  with  in  very  exceptionally 
severe  cases,  and  scarcely  in  the  earlier  periods.  It  is  to  be 
remembered  that  the  condition  seen  in  the  throat  may  extend 
to  parts  which  are  invisible,  especially  to  the  posterior  nares. 
Important  elements  in  the  diagnosis  of  the  scarlet  fever  throat 
will  be  supplied,  of  course,  by  the  state  of  the  tongue,  the  msh 
on  the  skin  and  the  other  indications  of  the  specific  fever. 

In  Diphtheria  we  have  also  an  acute  inflammation  of  the 
same  jjarts,  but  the  appeai'ances  presented  are  very  difierent. 
The  mucous  membrane  hei’e  is  red  and  swollen,  but  the  atten- 
tion is  very  particularly  called  to  the  existence  of  a peculiar 
exudation  on  the  sui’face.  Instead  of  the  tenacious  mucus, 
thei'e  appear  on,  or  one  might  almost  say,  in  the  mucous  mem- 
brane of  the  fauces,  specks  and  patches  of  a white  colour.  These 
are  mostly  met  with  on  the  uvula  and  palate,  but  they  are  often 
seen  on  the  surface  of  the  tonsils  and  pharynx,  and  even  in 
various  parts  of  the  mouth.  The  patches  are  at  first  white,  but 
they  soon  get  darker  in  colour  from  dirt  and  blood.  This  -white 
material  really  involves  the  mucous  membrane  as  well  as  appear- 
ing on  its  surface,  and  the  consequence  is  sloughing  of  the  super- 
ficial layei-s  of  mucous  membrane.  The  sloughs  and  exudations 
separate  and  fall  off,  hanging  from  the  surface  as  shreddy, 
ragged  masses.  It  should  be  remembered  that  the  inflammation 
does  not  iisually  confine  itself  to  the  parts  seen,  but  often 
extends  down  into  the  pharynx  and  larynx,  and  upwards  into 
the  posterior  nares. 

It  is  very  important  to  be  able  to  distinguish  the  exudation 
which  is  so  characteristic  of  diphtheria  from  conditions  of  a 
different  nature,  and  to  judge  from  the  frequency  -w-ith  which 
simple  diseases  of  the  throat  are  called  diphtheria,  the  dis- 
tinction does  not  seem  to  be  very  easy.  All  kinds  of  ulcei-s 
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may  be  mistaken  for  diphtheritic  patches,  especially  as  they 
may  be  coated  with  a whitish  secretion.  Ulcers  are  met 
with  in  Oldinary  catarrhal  inflammations,  and  these  are  most 
frequently  seated  on  the  soft  palate,  the  tonsils,  or  the  pharynx. 
Ulceis  also  occur  in  scarlet  fever,  and  there  they  have  similar 
seats.  In  small-pox  also  we  may  have  ulcers  and  other  evi- 
dences of  acute  inflammation  in  these  regions,  but  the 
eruption  on  the  skin  will  iirevent  any  mistake  being  made. 
It  should  be  remembered  that  the  diphtheritic  patch  is  an 
exudation  on  and  in  the  mucous  membrane,  and  is  therefore 
raised  above  the  surface,  whereas,  an  ulcer,  of  whatever 
kind,  is  depressed  below  it.  There  is  a form  of  disease 
which  resembles  the  exudation  of  diphtheria  more  closely 
than  any  other,  but  which  can  hardly  be  mistaken  for  it, 
and  that  is  the  condition  found  in  the  mouth  and  known  as 
Thrush  or  Muguet.  These  patches  often  extend  to  the  fauces, 
phaiynx,  and  even  further,  and  as  the  peculiar  white  appearance 
is  due  to  an  excess  of  epithelium  united  into  a membrane  by 
the  threads  of  a fungus,  the  patch  may  have  a superficial  resem- 
blance to  that  of  dijihtheria.  But  the  existence  of  these  patches 
on  different  parts  of  the  mouth,  and  their  characters  on  close 
inspection,  as  well  as  the  general  symptoms,  ought  to  prevent 
any  such  mistake.  The  microscojiic  examination  may  also 
assist  us,  by  revealing  the  jiresence  of  a vegetable  parasitic 
growth.  (See  Fig.  30,  p.  319.) 

Phlegmonous  inflammation  of  the  Fauces.— Tomillitis.—li 
this  inflammation  be  acute,  which  it  generally  is  at  the  fii-st, 
one  or  both  tonsils  will  be  found  much  enlarged,  jirojecting  to- 
wards the  middle  line  •,  their  surface  is  coarsely  nodulated,  and 
often  coveied  with  a tenacious  exudation.  The  mucous  mem- 
brane of  the  entire  fauces,  and  frequently  also  of  the  pharynx, 
has  a dark  red  colour.  The  enlarged  tonsils  can  generally  be 
felt  by  external  examination,  and  the  patients  have  usually  a 
peculiar  voice,  as  if  they  were  speaking  with  something  stuck 
in  their  throat.  The  inflammation  often  goes  on  to  suppuration, 
and  then  abscesses  form  in  the  tonsils,  and  these  may  be  seen 
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before  they  have  bui’st  as  smooth  rounded  projections  from  the 
wneral  contour. 

O 

After  these  abscesses  have  burst  the  tonsils  will  be  found 
still  a good  deal  larger  than  normal,  and  they  will  present  an 
irregular  ragged  appearance  at  the  place  where  the  suppuration 
has  occurred.  Sometimes  suppuration  takes  place  in  other 
parts  besides  the  tonsils,  even  when  the  acute  inflammation 
has  begun  in  the  tonsils,  and  in  these  cases  we  may  have 
abscesses  forming  in  the  soft  palate  or  in  the  pillars  of  the 
fauces;  but  suppuration  there  is  much  less  common  than  in  the 
tonsils  themselves.  As  these  inflammations  of  the  tonsils, 
whether  they  go  on  to  suppui-ation  or  not,  are  very  liable  to 
recur,  and  often  assume  a more  chronic  form,  subject  to  acute 
exacerbations,  we  often  meet  with  i>atients  with  permanently 
enlarged  tonsils.  Such  tonsils  are  bal’d  and  uneven  on  the 
surface,  having  often  an  appearance  as  if  ploughed  up  by 
cicatrices. 

Suphilis. — W e have  still  to  describe  the  appearances  in 
syphilitic  disease  of  the  flumes.  Syphilis  may  manifest  itself 
here  as  a simple  inflammation,  presenting  great  resemblance  to 
the  catarrhal  inflammation  already  described.  The  catarrh  is 
more  persistent,  but  apart  from  the  history  nothing  may  indi- 
cate its  specific  origin.  In  other  cases,  however,  the  disease  is 
followed  by  extensive  ulceration.  Before  the  ulceration  begins 
there  is  swelling  of  the  mucous  membrane,  and  there  may 
even  be  more  defined  tumours  visible  (gummy  nodules).  The 
ulcers  which  form  are  usually  situated  on  the  soft  palate  or 
uvula,  but  may  attack  the  pharynx.  They  generally  cause 
considerable  destruction  of  the  mucous  membrane,  and  in  this 
way  it  is  not  uncommon  to  meet  with  cases  in  which  the  soft 
palate  and  the  uvula  are  eaten  away  in  gz-eat  part.  The  loss 
of  the  soft  palate  will  cause  the  pei’son  to  have  a peculiar 
nasiil  voice,  and  his  pronunciation  of  certain  letters  will  be 
imperfect,  because  he  is  unable  to  close  the  nares  during 
phonation.  Almost  the  only  disease  likely  to  be  confused  with 
this  is  cancerous  disease  with  ulcei’ation.  If  it  be  reraembei’ed 
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that  in  syphilis  there  is  always  some  other  indication  of  specific 
disease,  it  is  hardly  possible  to  make  a serious  mistake. 

Retro-Pharyngeal  Abscess. — It  is  necessary  to  bear  in  mind 
that  abscesses  occasionally  form  behind  the  pharynx,  between 
it  and  the  bodies  of  the  vertebrae,  retro-  or  post-pharyngeal 
abscesses.  The  abscess  presses  forward  the  mucous  membrane 
of  the  pharnyx,  which  may  be  seen  bulging  forward,  or  felt  as 
an  elastic  tumour  behind  the  soft  palate,  and  sometimes  it 
forms  a serious  obstruction  to  respiration  and  deglutition.  The 
abscess  generally  originates  in  disease  of  the  vertebrae,  but  may 
have  other  causes,  especially  in  childi-en.  Abscesses  originating 
in  the  vertebrae  sometimes  point  externally  in  the  neck. 

The  elucidation  of  many  of  the  matters  above  referred  to 
may  often  be  facilitated  by  the  use  of  the  finger.  The  state 
of  the  tonsils,  for  instance,  or  the  consistence  of  any  swelling 
can  be  thus  exploited ; while,  at  the  same  time,  information  is 
gained  as  to  the  state  of  sensitiveness  of  the  part.  It  is  often 
useful  to  assist  the  internal  exploration  by  using  the  other 
hand  outside,  so  as  to  place  the  tissues  between  the  finger 
inside  and  that  outside. 


THE  LARYNX. 

Laryngoscope.— The  examination  of  the  larynx  is  not  a difficult  process, 
but  one  which  requires  a certain  amount  of  practice,  patience,  and  tact. 
Before  detailing  the  various  steps  in  the  procedure,  it  may  be  well  to  refer 
to  certain  matters  connected  with  light  and  instruments.  It  is  necessary 
to  be  provided  with  a lamp  of  some  kind,  and  as  it  is  important  that  the 
light  should  be  near  the  level  of  the  patient’s  mouth,  the  lamp  must  be 
capable  of  being  raised  and  lowered.  It  is  also  well,  where  possible,  to 
surround  the  flame  with  an  opaque  tube  open  only  at  one  side,  because  this 
enables  one  to  have  the  room  dark,  and  the  apparent  intensity  of  the 
illumination  is  thereby  increased.  A convenient  form  of  gas  lami)  is  that 
used  in  the  London  Hospital  for  Diseases  of  the  Throat,  and  now  adopted 
in  many  institutions.  It  consists  of  a gas  bracket  in  two  parts.  The  part 
next  the  wall  consists  of  two  parallel  tubes,  so  arranged  that  in  elevating 
and  depressing  the  bracket,  the  other  part,  which  is  jointed  to  this,  remains 
horizontal.  In  this  way  the  flame  is  always  in  the  peiqjendicular  in 
position.  The  gas  burner  is  an  Argand,  and  instead  of  the  ordinary  glass 
funnel,  it  is  provided  with  a metal  cylinder,  into  one  side  of  which,  at  a 
level  corresponding  with  the  flame,  is  fitted  a strong  plano-convex  or  bull’s- 
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eye  lens.  The  effect  of  this  is  that,  while  no  light  escapes  except  from 
one  side,  the  light  escaping  here  has  its  rays  rendered  nearly  parallel,  and 
it  can  be  brought  to  bear  much  more  powerfully  on  any  given  object.  The 
student  may  make  use  of  any  lamp  which  gives  a bright  light,  and  which 
can  be  raised  or  lowered  as  desired, 

^ye  re(iuire,  in  the  next  place,  some  apparatus  for  concentrating  the 
light  on  the  patient’s  fauces.  It  is  not  well,  as  a rule,  to  do  this  by  the 
direct  light  of  the  lamp ; a concave  miiTor  having  a rather  long  focus  i.s. 
the  most  convenient  arrangement.  In  order  that  the  hands  may  be  free, 
it  is  requisite  to  have  this  mirror  fixed  to  the  head  in  some  way  or  other. 
This  is  done  in  various  ways,  the  two  commonest  being  a strap  round  the 
head,  and  a spectacle  frame.  The  present  writer  has  been  in  the  habit  lately 
of  using  the  latter,  and  finds,  among  other  advantages,  that  the  ease  with 
which  it  can  be  put  off  or  on  renders  it  very  convenient.  Whichever  method 
of  fixing  be  used,  the  refiector  should  be  worn  over  one  eye,  in  such  a 
position  that  the  eye  which  is  covered  by  it  can  look  through  the  hole 
which  should  always  exist  in  the  centre  of  the  reflector.  (It  is  not  sufficient 
to  have  clear  glass  in  the  centre,  but  the  reflector  should  be  actually  per- 
forated.) The  reflector  should  be  placed  over  the  eye  nearest  to  the  lamp, 
and  in  such  a position  that  while  this  eye  is  pi’otected  from  the  light  of  the 
lamp,  the  shadow  of  the  reflector,  projecting  a little  to  the  other  side  of  the 
ridge  of  the  nose,  will  screen  the  other  eye  from  the  glare  of  the  lamp.  If, 
for  instance,  the  lamp  be  placed  to  the  right  of  the  ooserver,  then  the 
reflector  will  be  placed  over  his  right  eye.  The  right  eye,  while  protected 
from  the  lamp,  will  be  able  to  look  through  the  aperture  at  the  patient, 
and  the  left  eye  will  be  shaded  by  the  edge  of  the  reflector,  but  will  be 
free  in  other  directions. 

The  laryngeal  mirror  is  a small  mirror  mounted  on  a stem,  and  intended 
to  be  placed  in  the  fauces  of  the  patient,  so  as  to  catch  the  light  and  direct 
it  down  to  the  larynx,  and  at  the  same  time  reflect  the  image  of  the  larynx 
towards  the  eyes  of  the  observer.  The  observer  should  be  provided  with 
mirrors  of  different  sizes,  and  he  should  see  that  the  stem  passes  off  directly 
from  the  border  of  the  mirror,  there  being  serious  objections  to  the  arrange- 
ment by  which  the  wire  forming  the  stem  is  carried  a certain  distance  out 
from  the  mirror  before  being  turned  down  to  form  the  stem. 

We  may  now  turn  to  the  procedure  in  the  actual  examination  of  the 
patient.  In  order  to  appreciate  the  difficulties  of  this  process  and  to 
understand  the  mechanism,  it  is  strongly  to  be  recommended,  that  the 
student  will  begin  by  practising  on  himself.  A short  paragraph  on  Auto- 
Laryngoscopy  will  be  added  to  this  description.  For  an  ordinary  examination 
the  patient  and  obsen'er  should  be  seated  on  two  chairs  facing  each  other. 
The  lamp  may  be  conveniently  placed  to  the  patient’s  left ; it  ought  to 
be  about  the  level  of  his  ear,  and  as  near  his  head  as  may  be  convenient. 
The  observer,  with  the  reflector  over  his  right  eye,  moves  the  reflector 
till  the  bright  light  falls  on  the  patient’s  face.  He  then  asks  the  patient 
to  open  his  mouth,  and  observes  that  the  head  is  so  placed  that  the  rays 
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of  light  can  find  free  access  to  the  fauces.  Frequently  the  head  is  bent  to 
one  side  or  the  other,  and  this  should  be  rectified.  The  patient  should  also 
be  made  to  sit  straight  up  with  the  neck  somewhat  stretched,  and  the  head 
inclined  backwards.  Before  proceeding  further  all  these  points  should  be 
noted  and  a full  illumination  of  the  mouth  obtained.  At  this  stage  it  will 
often  be  impossible  to  see  the  fauces,  because  the  tongue  obstructs  the 
view,  and  it  is  necessary  in  the  next  place  to  get  it  disposed  of.  It  is  not 
sufficient  here  to  depress  the  tongue  with  a spatula,  because  when  the 
laryngeal  mirror  is  introduced,  the  back  part  of  the  tongue  will  probably 
be  raised, 'and  spatula  and  dorsum  jiushed  against  the  mirror.  It  is  most 
■convenient  to  ask  the  patient  to  put  out  his  tongue,  and  to  catch  it  with 
the  finger  and  thumb  of  the  left  hand,  a napkin  being  used  for  purposes 
of  cleanliness,  and  also  to  prevent  the  organ  slipping  from  the  grasp.  The 
tongue  should  simply  be  taken  hold  off,  it  should  not  be  dragged  forward, 
all  that  is  wanted  being  to  prevent  it  slipping  back  and  the  dorsum  mounting 
up  against  the  soft  palate.  The  tongue  being  thus  secured,  a full  view 
of  the  fauces  should  be  obtained,  and  it  is  well  to  be  sure  of  this  view 
before  proceeding  further. 

The  next  procedure  is  the  inti’oduction  of  the  laryngeal  miiTor.  It  should 
be  slightly  heated  before  being  introduced,  otherwise  the  breath  condensing 
on  it  dims  the  surface.  It  is  best  heated  by  placing  it  over  the  lamj),  and  it 
should  be  held  with  the  surface  of  the  mirror  downwards  so  that  the  surface 
can  be  seen.  The  vapour  produced  in  the  combustion  of  the  lamp  at  first 
condenses  on  the  surface,  but  as  the  temjierature  rises  the  vapour  is  cleared 
away,  and  the  mirror  resumes  its  brightness.  When  this  has  occuired  it  is 
ready  for  introduction  ; but  before  introduction,  the  back  of  it  should  be 
applied  to  the  skin,  say  of  the  left  hand,  to  see  that  it  is  not  too  hot.  The 
patient  will  see  you  apply  it  to  your  own  skin,  and  will  not  dread  that  he  is 
going  to  have  his  throat  burned.  The  tongue  being  held  in  the  left  hand,  and 
the  fauces  continuously  illuminated,  the  heated  miri'or  is  now  to  be  intro- 
duced into  the  mouth,  and  in  doing  this  the  right  hand  will  be  kept  to  the 
right  of  the  middle  line,  and  slightly  below  the  level  of  the  mouth,  so  as  not 
to  come  between  the  lamp  and  the  eyes  of  the  observer.  The  mirror  is 
passed  backwards,  keeping  its  surface  parallel  with  the  tongue,  and  taking 
care  not  to  touch  any  of  the  structures  in  the  mouth  with  it.  It  is  so  intro- 
duced that  the  stem  lies  in  the  left  half  of  the  mouth,  coming  out  near  the 
left  angle.  The  mirror  is  kept  in  the  middle  line,  and  is  pressed  against  the 
uvula,  which  it  pushes  backwards  and  upwards  towards  the  posterior  nares. 
The  instrument  should  be  held  delicately,  but  steadily,  in  the  hand.  Any 
tremulousness  has  the  effect  of  tickling  the  fauces,  and  is  apt  to  bring  on 
reflex  efforts  at  vomiting,  which  necessitate  the  withdrawal  of  the  mirror. 
Just  as  the  mirror  is  being  placed,  the  patient  should  be  asked  to  say  “ah” 
and  the  instrument  should  be  pushed  home  while  he  is  doing  this.  The  effect 
of  pronouncing  this  vowel  is,  that  the  mouth  is  at  once  fully  opened,  and  the 
uvula  drawn  somewhat  up. 

The  first  object  to  come  into  view  is  the  back  of  the  tongue  with  its  large 
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circumvallate  papillae.  Then  the  tip  of  the  epiglottis  will  be  seen,  and  it  is 
l)robable  that  for  some  time  the  beginner  will  see  little  more.  By  carefully 
adjusting  the  mirror,  however,  and  by  asking  the  patient  to  say  “ah,”  the 
movements  of  the  laryngeal  structures  will  by  and  by  attract  the  eye  and 
suggest  such  changes  in  the  position  of  the  observer  and  of  the  mirror  as 
to  bring  the  interior  of  the  larynx  itself  into  view.  As  a general  rule,  the 
mobile  arytenoid  and  associated  cartilages  will  come  first  into  view 
immediately  behind  the  epiglottis.  By  inclining  the  mirror  more  down- 
wards, the  vocal  cords  may  be  exposed  as  two  pearly-white  bands  extending 
from  the  arytenoids  forward  as  if  into  the  base  of  the  epiglottis.  The  great 
difficulty  in  the  way  of  obtaining  a full  view  of  the  vocal  cords  is  the 
epiglottis,  which  often  hangs  down  so  that  only  the  arytenoid  cartilages,  and 
sometimes  not  even  they,  can  be  seen  behind  it.  Something  may  bo  done  to 
raise  the  epiglottis  by  having  the  tongue  well  protruded,  the  glosso-epiglotti- 
<lean  ligaments  pulling  the  epiglottis  upwards.  A great  deal  may  also  be 
done  by  asking  the  patient  to  say  “a”  (as  in  hate),  for  the  pronounciation  of 
this  vowel  causes  the  base  of  the  tongue  to  be  brought  forward.  It  is  im- 
possible to  say  “a”  with  the  mouth  wide  open,  but  an  ai)proach  to  it  will  be 
made,  and  in  the  effort  the  epiglottis  will  be  raised.  It  is  generally  possible 
by  this  means  to  get  a view  of  the  cords  even  to  their  anterior  extremities. 
But  sometimes  even  this  fails,  and  it  is  necessary  to  use  a further  method. 
The  epiglottis  is  most  fully  raised  in  enuncLating  the  vowel  "e”  (as  in  me), 
but  with  the  mouth  open  and  the  tongue  held  out  it  is  impossible  even  to  attempt 
to  say  “ e.”  If  the  patient  be  asked,  however,  to  say  “ a/t  ” “ e ” (as  in  saj-ing 
aye  slowly  and  prolonging  the  e),  the  mere  attempt  to  pass  from  the  one 
vowel  to  the  other  will  result  in  a pulling  up  of  the  epiglottis.  Tliis  will 
generally  be  successful  in  the  worst  cases,  but  it  is,  of  course,  only  a glimpse 
that  one  gets  while  the  actual  phonation  is  in  progress. 

Next  to  the  difficulty  with  the  epiglottis,  the  most  serious  obstacle  to 
laryngeal  examination  is  the  tendency  to  retch  which  many  iiatients 
present  when  the  mirror  is  placed  in  the  fauces.  There  are  very  great 
individual  differences  in  this  respect,  and  the  difficulty  can  only  be  overcome 
by  patience.  It  is  sometimes  necessary  to  ask  the  patient  to  tickle  his  fauces 
frequently  with  a feather,  in  order  to  accustom  them  to  the  contact,  and 
after  a few  days  they  generally  get  sufficiently  non-sensitive.  AMien  the 
straining  efforts  set  in,  it  is  necessary  to  withdraw  the  mirror,  as  the  pharynx 
contracts  and  completely  closes  the  view ; and,  besides  this,  whenever  retch 
ing  has  occurred,  it  is  generally  impossible  to  get  a good  view  at  that  sitting. 

If  the  fauces  are  very  exceptionally  sensitive,  the  best  plan  is  to  cause  the 
patient  to  suck  ice  for  about  ten  minutes  before  the  examination. 

Auto-Lar'^  ngoscop^  may  be  practised  in  various  ways.  A very  simple  plan 
is  that  of  Dr.  Foulis,  in  which  a globe  filled  with  water  is  used  to  condense 
the  light,  and  a little  piece  of  looking-glass  is  placed  above  this  condenser  to 
enable  the  image  to  be  seen.  The  globe  may  be  had  in  a glass-blower’s,  and  is 
of  the  kind  used  by  jewellers  to  concentrate  light  on  their  work.  It  is  mounted 
in  a simple  way  on  a candle-stick,  and  placed  in  front  of  the  light.  The 
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observer  sits  in  front  of  it,  allows  the  light  to  fall  on  his  fauces,  introduces 
the  mirror  after  heating  it,  and  observes  the  image  in  the  piece  of  looking- 
glass  above  the  condenser.  Another  simple  method  is  for  the  observer  to  seat 
himself  with  the  lamp  in  the  same  relation  to  him  as  it  would  be  to  a patient. 
Then  in  front  of  him  ai’e  fixed  the  ordinary  laryngeal  reflector  held  in  some 
kind  of  stem,  and  side  by  side  with  it  a small  toilet  mirror  or  hand-glass. 
The  light  coming  from  the  lamp  is  reflected  on  the  fauces  just  as  in  the  case 
of  a patient,  and  the  image  is  seen  in  the  mirror  or  hand-glass.  A very 
ingenious  method  is  that  of  Dr.  George  Johnson,  and  perhaps  it  is  the  best, 
as  it  needs  no  special  apparatus.  The  observer  sits  down  in  front  of  an 
ordinary  looking-glass,  which  has  a lamp  placed  at  one  side.  He  puts  on 
the  ordinai’y  reflector,  and  so  manipulates  it  that  he  illuminates  his  fauces,  as 
seen  in  the  looking-glass,  as  if  it  were  the  fauces  of  a patient,  and  when  this 
has  been  done,  introduces  the  laryngeal  mirror  into  his  own  fauces  as  before. 
The  objection  to  this  method  is  that  the  image  being  twice  reflected  is  not 
very  clear,  but  it  approaches  much  more  closely  to  the  examination  of  a 
patient  than  either  of  the  others.  If  the  looking-glass  be  a thoroughly  good 
one,  and  its  surface  well  cleaned,  this  method  presents  little  difiiculty. 

It  is  impossible  here  fully  to  describe  the  appearances  pre- 
sented by  the  normal  larynx,  these  should  be  made  familiar  by 
practice,  but  we  must  refer  to  the  principal  points  which  ought 
to  be  taken  pai-ticular  notice  of.  The  laryngeal  miiTor  reveals 
the  mucous  membrane  over  the  small  cartilages  at  the  back  of 
the  larynx,  the  arytenoids,  and  the  cartilages  of  Santorini  and 
Wrisberg.  The  general  contour  of  these  cartilages  as  well  as  the 
appearance  of  the  mucous  membrane  should  be  noticed.  Then 
the  aryteno-epiglottidean  folds  which  form  the  lateral  bordei’s 
of  the  upper  opening  of  the  larynx,  can  be  seen  passing  obliquely 
backwards  from  the  epiglottis.  At  the  bottom  of  the  larynx 
the  true  cords  attract  attention,  appearing  as  flat  pearly-white 
bands  which  are  very  mobile,  and  during  vocalisation  come  close 
together.  Above  the  vocal  cords  and  parallel  with  them,  but 
separated  by  a space,  are  the  ventricular  bands  which  are  often 
called  the  “false  cords.”  They  are  folds  of  mucous  membrane 
running  in  a direction  from  before  backwards.  Between  each 
band  and  the  corresponding  vocal  cord  we  can  generally  see 
a slit,  this  is  the  opening  of  the  ventricle  of  the  larynx  which 
forms  a shallow  pouch,  nothing  of  which  is  seen  except  the 
slit-like  opening. 
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The  introduction  of  the  finger  may  sometimes  supply  us  with 
a good  deal  of  information  as  to  the  state  of  the  larynx,  whei-e 
laryngoscopy  is  difficult,  inconvenient,  or  not  available.  The 
index  finger  should  be  introduced  at  the  angle  of  the  patient’s 
mouth,  the  other  fingers  being  semi-flexed,  and  the  hand  lying 
against  the  patient’s  cheek  and  lower  jaw.  The  fork  between 
the  index  and  middle  fingers  will  soon  come  against  the  angle 
of  the  mouth,  but  by  pushing  the  hand  along  the  cheek  the 
angle  of  the  mouth  can  often  be  considerably  stretched  back- 
wards towards  the  angle  of  the  lower  jaw.  By  directing  the 
index  finger  along  the  edge,  and  past  the  dorsum  of  the  tongue, 
the  upper  edge  of  the  epiglottis  and  the  neighbouring  parts 
can  be  distinctly  felt.  Any  roughness  or  thickening  of  the 
epiglottis  can  thus  be  distinguished,  and  also  any  swelling  of 
the  aryteno-epiglottidean  folds.  Ulceration  or  tumour  of  the 
larynx  may  likewise  be  recognised  in  this  way. 

Morbid  Appearances  in  the  Larynx. — The  student  having 
made  himself  familiar  with  the  normal  appeai-ances  of  the 
larynx,  will  be  prepared  to  attempt  the  investigation  of  morbid 
states.  A laiyngoscopic  investigation  will  be  undertaken 
whenever  anything  directs  special  attention  to  the  throat.  If 
there  is  any  change  in  the  voice,  any  hoarseness,  or  even  a slight 
variation  from  the  usual  tone  as  ajipreciated  by  the  patient’s 
friends ; if  there  is  any  pain  either  spontaneous  or  occasioned 
by  speaking,  swallowing  or  on  handling  the  larynx ; if  there  is  a 
cough  which  is  not  accounted  for  by  the  state  of  the  lungs,  and 
which  may  have  its  origin  in  the  larynx ; in  all  these  cases  an 
examination  of  the  lai-ynx  will  be  called  for  and  should  be 
undertaken.  It  will  not  be  possible  to  do  more  than  indicate 
very  briefly  the  appearances  presented  in  certain  of  the  more 
common  diseases  of  the  larynx. 

In  acute  Catarrh  there  may  be  considerable  thickening  of  the 
mucous  membrane,  and  this  thickening  will  in  great  part  be  due 
to  inflammatory  oedema.  It  is  not  usual,  however,  to  have 
e.xtreme  thickening  in  simple  catarrh,  although  the  possibility 
of  it  must  not  be  lost  sight  of.  The  mucous  membrane  will  be 
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red,  and  the  redness  will  be  somewhat  bright.  In  chronic- 
catarrh  there  is  a more  permanent  thickening  of  the  mucous 
membrane,  and  its  colour  is  deeper  than  that  of  the  normal 
larynx.  The  thickening  may  be  no  more  than  to  obscure  the 
outlines  of  the  cartilages  in  the  posterior  parts  of  the  larynx, 
and  to  make  the  ventricular  bands  moi’e  prominent.  But  it 
may  assume  very  great  proportions,  and  in  some  cases  the 
mucoiis  membrane  and  submucous  tissue  develop  such  a quan- 
tity of  dense  connective  tissue  that  the  larynx  is  gi'eatly  con- 
tracted and  the  structures  deformed  and  rendered  rigid.  Some- 
times the  thickening  so  affects  the  aryteno-epiglottidean  fold,s 
that  they  stand  out  as  rounded  prominences  and  form  very  con- 
spicuous objects.  In  severe  cases  ulcers  generally  form,  but  these 
are  mostly  superficial  and  are  not  nearly  so  jjrone  to  attack  the 
vocal  cords  as  in  other  forms  of  ulcei-ation.  Of  course  in  acute 
catax-rh  there  will  be  pi-ofuse  expectoration,  while  in  the  chronic 
form  there  will  be  an  expectoratioix  of  small  quaxxtities  of  tough 
mxxcus.  It  shoxxld  be  added  that  catarrh  of  the  laxynx,  whether 
acute  or  chronic,  is  very  often  associated  with  catarrh  of  the 
fauces  and  phaxynx,  for  the  appearances  in  which  see  p.  300. 

Ixi  Phthisis  of  the  laxynx,  there  is  a chronic  catarrh,  bxxt  it  is 
not  accompanied  with  gx’eat  thickenixig,  and  the  most  max'ked 
appearances  are  those  due  to  ixlceration.  The  ulcex-atioxx  may 
be  coxifined  to  one  side,  or  at  least  it  is  generally  mox-e  pro- 
noxxnced  on  oxie  side  than  the  other.  It  usually  begins  in 
the  posterior  parts,  vexy  often  just  at  the  posterior  extx-emities 
of  the  cords,  and  it  attacks  the  vocal  cox-ds  jxretty  early. 
When  small  the  ulcex-s  are  xxot  vexy  marked,  and  are  most 
x’eadily  recognised  by  the  ragged  edges  which  they  commoxxly 
jxresent.  Thex-e  may  be  vexy  extensive  superficial  ulceration, 
even  extending  ixp  the  epiglottis,  axid  sometimes  the  ulcex-a- 
tioxi  induces  deep  disease  of  the  cartilages.  Iix  these  cases  thex’e 
is  hoarseness  or  loss  of  voice,  and  as  the  xxlcex-atioxx  generally 
attacks  the  cords  eax’ly,  the  change  ixx  the  voice  is  usually  an 
eax’ly  symptom. 

Ixx  Syphilis  vfQ  may  have  a catarx-h  of  the  laxynx  not  distin- 
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guishable  iu  its  appeai-ances  from  ordinary  catarrhs.  Occasion- 
ally condylomata  or  miicons  patches  occur,  and  may  be  seen  as 
definite  tumours  on  the  cords  or  elsewhere,  or  as  flat  prominences. 
Syphilitic  ulceration  is  not  very  common,  but  sometimes  it  is 
very  extensive.  No  other  form  of  disease  produces  such  exten- 
sive destinction  of  tissue,  and  this  destruction  may  involve 
neighbouring  structures. 

Inflammation  of  the  cartilages  of  the  larynx  or  rather  of 
their  j^erichondrium  may  be  at  the  basis  of  a chronic  laiyngeal 
catarrh,  or  even  of  an  acute  cataxTh.  In  this  disease,  however, 
there  is  much  greater  pain,  especially  on  handling  the  larynx. 

In  Croup  and  Diphtheria  we  are  seldom  called  on  to  examine 
the  larynx,  as  the  disease  is  sufficiently  obvious  on  other 
gi’ounds ; but  if  we  are,  the  white  exudation  coating  the  mucous 
membrane  will  be  visible.  Here  the  exudation  is  not  involved 
in  the  mucous  membrane,  as  it  is  in  the  mouth  and  fauces,  but 
lies  on  its  siu-face,  and  comes  away  without  ulceration. 

(Edema  Glottidis  must  also  be  refeiTed  to  in  this  place.  This 
is  a condition  which  may  supeiwene  on  any  acute  inflammation  of 
the  larynx.  It  is  met  with,  but  not  commonly,  in  acute  catarrh. 
It  occurs  in  the  laryngitis  induced  by  the  pustular  eruption  of 
small-pox  which  veiy  often  spreads  to  the  larynx.  It  may  be 
the  consequence  of  syphilitic  or  tubercular  disease,  and  some- 
times supervenes  on  inflammation  of  the  cartilages,  or  it  may 
be  a concomitant  of  erysipelas.  The  fluid  accumulates  in  the 
Submucous  tissue  of  the  larynx,  the  oedema  being  genei-ally 
the  consequence  of  an  acute  inflammation  of  the  mxicous  mem- 
brane. Just  as  in  oedema  of  the  skin  the  fluid  accumulates 
most  Avhere  the  subcutaneous  tissue  is  loose,  so  here  the  oedema 
is  greatest  where  the  submucous  tissue  is  loose.  The  mucous 
membrane  of  the  larynx  is  mostly  bound  down  pretty  firmly 
to  the  subjacent  structures,  it  is  loose  over  the  epiglottis,  but 
especially  in  the  aryteno-epiglottidean  folds.  Accumulating 
there,  the  fluid  swells  up  the  mucous  membrane ; the  epiglottis 
is  often  very  prominent,  and  the  aryteno-epiglottidean  folds  fonn 
prominent  rounded  tumours.  It  is  these  latter  which  obstruct 
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the  larynx,  and  it  is  genei-ally  easy  to  reach  and  incise  them 
with  the  aid  of  the  laryngeal  mirror.  The  vocal  cords  are  not 
affected  at  all. 

Growths  are  not  uncommon  in  the  larynx,  and  they  are  often 
situated  on  the  vocal  cords.  If  this  be  the  case  they  alter  the 
voice,  usually  making  it  hoarse.  If  the  growth  be  on  the  cords 
it  is  easily  seen,  elsewhere  it  is  not  so  distinct,  especially  if  it 
be  small.  Most  of  these  tumours  are  simple  in  their  nature ; 
but  sometimes  sarcomata  or  cancers  attack  the  larynx,  especially 
the  latter.  Cancers  are  mostly  epithelial  here,  and  as  these 
commonly  ulcerate  we  may  have  considerable  loss  of  substance, 
as  well  as  great  alterations  from  the  extension  of  the  disease. 

Paralysis  and  Spasm  of  the  vocal  cords — AUet'atiom  in  Cough 
and  Voice.  If  the  patient  cannot  speak  above  a whisper,  and 
the  vocal  cords  are  normal  in  appearance,  then  there  must  be 
paralysis.  The  paralysis  may  be  of  central  origin,  as  in  cases  of 
hysteria  and  loss  of  voice  from  fright.  In  that  case  the  cords 
may  be  seen  to  move  pretty  freely  during  inspiration,  but  on 
attempting  to  vocalise  they  are  not  tightly  stretched,  and  do  not 
come  closely  in  contact.  It  often  happens  that  such  patients  can 
cough  well  enough,  and  it  can  then  be  seen  that  the  cords  approxi- 
mate perfectly.  In  cases  which  have  recovered  from  diphtheria 
there  is  often  a paralysis  of  the  vocal  cords,  which  is  frequently 
associated  with  paralysis  of  the  soft  palate,  and  it  may  be  of  the 
pharynx.  Of  great  interest  are  the  paralyses  which  ai-e  ti’ace- 
able  to  interference  with  the  nerves  supplying  the  laryngeal 
muscles.  These  are  mostly  unilateral,  although  it  is  not  im- 
possible for  the  nerves  on  both  sides  to  be  coincidently  involved. 
Aneurisms  of  the  aorta  often  involve  the  recurrent  laryngeal 
nerve  of  the  left  side.  As  this  nerve  supplies  all  the  intrinsic 
muscles  of  the  larynx,  these  will  be  affected  if  the  nerve  is 
involved.  The  aneurism  may  irritate  the  nerve,  and  bring  on 
spasm  of  the  muscles.  Tlie  spasm  appears  to  extend  readily  to 
all  the  muscles  of  the  larynx,  so  that  violent  suffocative  attacks 
occur  from  the  vocal  cords  being  forcibly  closed,  and  the  patient 
may  die  in  one  of  these  attacks.  The  pressux’e  on  the  nerve,  on 
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the  other  hand,  often  induces  paralysis,  and  this  paralysis  will 
be  unilateral.  It  may  be  a very  slight  2^aralysis;  the  patient  is 
not  able  to  keep  his  glottis  firmly  closed  during  the  violent 
expiratory  effort  of  coughing,  and  so  the  cough  has  a peculiar 
sound,  a clang  due  to  the  cords  being  brought  together,  but 
going  violently  apart  before  the  violent  pressure  of  the  air 
behind.  In  this  case  laryngeal  examination  may  detect  little. 
The  cords  may  be  approximated  during  vocalisation,  but  the 
left  one  may  be  seen  to  move  more  sluggishly  than  the  right. 
In  these  cases  the  voice  is  altered,  it  may  be  hoarse  or  peculiar, 
but  not  genei-ally  reduced  to  a whisper.  Sometimes  complete 
paralysis  supervenes.  In  that  case  the  cough  is  not  clanging, 
but  a loud  rush  of  air  is  heard  as  if  through  a moderately  naiTow 
aperture.  The  voice  is  reduced  to  a whisj^er,  and  with  the 
laryngoscope  it  can  be  seen  that  the  left  cord  is  jjaralysed. 
During  vocalisation,  it  does  not  come  forward  to  meet  its 
fellow,  but  lies  motionless,  and  the  right  cord,  not  being  met, 
projects  beyond  the  middle  line.  Apart  from  aneurisms,  similar 
results  may  be  produced  by  tumours  or  other  morbid  conditions 
interfering  with  the  nerves  in  their  course.  Phthisis  pul- 
monalis  may,  by  affecting  the  pleiu-a  and  neighbouring  stinictures, 
involve  the  recurrent  nerve,  either  on  the  right  or  left  side. 
The  tumours  which  mostly  interfere  with  the  reciuTent  nerve 
are  those  in  the  chest,  but  it  may  be  involved  in  the  neck  as 
well,  or  the  pneumogastric  may  be  attacked  before  it  gives  oft' 
the  recurrent.  It  will  be  remembered,  further,  that  spasm  of 
the  glottis  is  a comparatively  frequent  affection  in  children ; 
this  condition  is  known  under  the  name  of  laryngismus  strid- 
ulus, and  it  also  occurs  in  whooping-cough  and  bronchial 
2)hthisis. 

INVESTIGATION  OF  THE  NARES. 

Rhinoscopy  consists  in  the  inspection  of  the  nares ; this  may 
be  done  by  inserting  a mirror  behind  the  uvula,  with  its  surface , 
so  placed  as  to  reflect  the  image  from  the  posterior  nares.  The 
mirror  must  be  a small  one,  not  more  than  five-eighths  of  an 
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inch  in  breadth,  and  it  should  be  bent  so  that  its  surface  is  at 
right  angles  with  the  stem.  It  is  generally  necessary  also  to 
use  a tongue  spatula,  which  should  be  introduced  further  back 
than  usual.  The  patient  sits  with  his  head  erect,  or  slightly 
bent  forward,  and  the  light  of  the  lamp  is  to  be  reflected  on 
the  fauces  exactly  as  in  laxyngoscopy.  The  tongue  having  been 
depressed  with  a finger  or  a spatula,  the  mirror,  after  being 
heated,  is  introduced  into  the  back  of  the  throat,  and  placed  so 
that  its  surface  forms  with  the  horizon  an  angle  of  130  degrees. 
The  mirror  may  be  conveniently  introduced  first  on  one 
side  of  the  uvula  and  then  on  the  other,  so  that  an  image  may  be 
obtained  of  the  two  posterior  nares  sejxarately.  The  uvula  often 
obstructs  the  view,  and  so  does  the  soft  palate,  if  the  distance 
between  the  anterior  pillars  of  the  fauces  and  the  wall  of  the 
pharynx  be  too  short.  A hook  has  been  devised  for  raising  the 
uvula,  but  it  is  in  most  cases  of  doubtful  utility.  The  image 
obtained  is  at  first  rather  difficult  to  understand,  and  especially 
so,  as  it  is  impossible  to  get  a full  view  of  the  posterior  nares  at 
once,  and  it  must  be  taken  piece-meal.  The  most  prominent 
appearance  is  the  middle  turbinated  bone;  below  it,  is  the 
inferior,  and  above  it,  somewhat  in  the  distance,  the  superior. 
The  septum  is  also  to  be  seen ; and,  by  moving  the  mirror,  the 
trumpet-shaped  extremities  of  the  Eustachian  tubes.  It  must 
be  confessed  that  the  examination  is  often  unsatisfactory ; and 
those  who  desire  to  follow  it  out  moi'e  fully  should  consult  some 
of  the  special  works,  such  as  that  of  INIorell  Mackenzie  on  the 
Laryngoscope. 

The  anterior  nares  may  be  examined  by  causing  the  patient 
to  bend  his  head  far  back,  and  then  directing  the  light  by 
means  of  the  reflector  into  the  nostrils.  The  nostrils  may  be 
dilated  with  a blunt  probe,  or  other  means.  A spatula  has  been 
devised  for  dilating  the  nostrils,  and  so  exposing  the  anterior 
nares. 

Rhinoscopy  will  be  called  for  when  the  existence  of  a chronic 
discharge  from  the  nares,  or  a persistent  obstruction,  directs 
special  attention  to  these  parts.  Sometimes,  also,  the  condition 
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of  the  openings  of  the  Eustachian  tubes  in  deafness  may  be  dis- 
covered by  means  of  rhinoscopy.  When  a view  of  the  nares  is 
obtained  it  may  be  possible  to  observe  any  undue  redness,  oi*^ 
thickening  of  the  mucous  membrane,  the  existence  of  ulcers,  the 
proximate  source  of  discharges,  &c.  The  existence  and  exact 
seat  of  polypi,  which  frequently  obstruct  the  passage,  may  alsa 
be  discovered  by  this  means. 


For  descriptions  of  the  methods  of  examining  the  Larynx  and  Nares  refer- 
ence may  be  made  to  the  works  of  Morell  Mackenzie,  Prosser  James,  Cohen, 
and  Lennox  Browne ; the  last  gives  numerous  coloured  illustrations  of  the 
appearances  seen  in  the  larynx.  See  also  the  work  of  Sir  Duncan  Gibb, 
and  the  article  on  the  Larynx  in  Keynolds’s  System,  vol.  III.,  by  Morell 
Mackenzie. 

Croup,  Diphtheria,  Scarlatina,  Retro-Pharyngeal  Abscess,  &c.,  are  dis- 
cussed very  fully  in  works  on  the  Diseases  of  Children. 
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CHAPTER  XI. 


DISORDERS  OF  THE  DIGESTIVE  SYSTEM.^ 


HE  Digestive  Organs  are  much  deranged  in  a great  many 


diseases  of  a general  nature,  as  well  as  in  local  affections 
•of  these  organs  tliemselves  ; an  inquiry  into  their  state  consti- 
tutes an  important  part  of  nearly  every  case  as  a matter  of 
diagnosis ; but,  perhaps,  the  prognosis  and  treatment  depend 
even  more  particularly  on  this  investigation.  Fevers  and 
inflammations  of  nearly  every  kind  affect  the  digestive  func- 
tions more  or  less  serioiisly,  and  many  cerebral  and  other 

1 General  Treatises  on  Medicine  may  be  referred  to  for  affections  of  the 
Stomach,  Bowels,  &c.  See  especially  Reynolds’s  System,  vol.  II, 

Infantile  Diarrhoea,  Dentition,  and  some  other  disorders  referred  to  in  this 
•chapter  are  discussed  more  fully  in  Treatises  on  Diseases  of  children ; see 
AVest,  Lewis  Smith,  &c.,  and  also  Eustace  Smith  on  the  Wasting  Diseases  of 
Infancy. 

Regarding  the  Stomach,  Indigestion,  &c.,  see  AATlson  Fox,  Chambers,  Pavy, 
Brinton,  Habershon,  and  Fenwick.  Brinton’s  book  on  Intestinal  Obstruction 
is  also  very  valuable ; see  also  Hilton  Fagge  in  Guy's  Hospital  Reports  for 
18G9,  on  the  same  subject. 

Cobbold  on  Entozoa,  Murchison  and  Frerichs  on  Diseases  of  the  Liver, 
Bright  on  Abdominal  Tumours,  and  Habershon  on  Diseases  of  the  Abdomen, 
may  also  be  referred  to. 

Regarding  the  Teeth  and  Gums,  see  special  works,  such  as  those  of  Coles, 
AVedl,  and  Garretson,  and  the  chapters  on  these  subjects  in  Holmes’s  System 
of  Surgery,  and  Reynolds’s  System  of  ]\Iedicine.  Hutchinson’s  Memoir  on 
Inherited  Syphilis  is  also  very  important  in  this  connection. 

Many  disorders  connected  with  the  Mouth,  (Esophagus,  and  Rectum,  are 
treated  of  more  fully  in  surgical  works,  and  these  must  be  frequently  referred 
to.  Holmes’s  System,  from  the  fulness  of  its  articles,  is  particularly  valuable 
to  the  physician  in  this  respect. 
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nervous  disorders  likewise  do  so ; general  constitutional  dis- 
eases, an£emia,  Addison’s  disease,  leukaemia,  &c.,  also  disturb 
them  more  or  less  profoundly.  Affections  of  the  kidney, 
uterine  disorders,  and  pregnancy,  frecpiently  declare  themselves 
first  by  vomiting : and,  of  course,  diseases  of  the  oesophagus, 
stomach,  bowels,  liver,  pancreas,  peritoneum  and  mesenteric- 
glands,  necessarily  derange  the  digestive  functions ; afiections 
of  the  digestive  organs  may  be  either  primary,  or  perhaps  the 
secondary  effects  of  mischief  in  contiguous  organs  (aneurisms, 
abdominal  tumours,  &c.). 

This  complexity  in  the  etiology  of  digestive  disorders  necessi- 
tates a very  careful  investigation  of  the  different  groups  of 
symptoms ; each  particular  disorder  has  often  to  be  scrutinised 
in  respect  of  the  duration,  the  proximate  cause,  and  the  relative 
date  of  the  symptom  in  question. 

The  appetite  is  usually  more  or  less  impaired  (Anorexia)  in  all 
serious  diseases,  especially  in  those  with  high  fever  or  other 
acute  symptoms,  and  in  those  which  involve  the  digestive 
organs  in  a direct  manner.  We  should  ascertain  the  habitual 
character  of  the  appetite  in  health ; we  also  inquire  whether 
there  is  any  remaining  desire  for  particular  kinds  of  food,  and 
what  these  are,  whether  the  appetite  is  capricious  as  to  special 
kinds  of  food  or  abnormal  articles,  or  at  diflerent  times;  whether 
the  loss  of  appetite  is  associated  with  nausea  or  loathing  of 
food ; and  whether  actual  sickness  and  vomiting  occur  on 
attempting  to  overcome  this  repugnance.  Many  influences 
not  usually  thought  of  as  diseases  are  often  at  work  in  causing 
impaired  appetite ; grief  or  anxiety  and  depression  of  spirits, 
want  of  company  at  meal  times,  want  of  fresh  air  and  exercise, 
the  use  of  certain  drugs,  including  opium,  chloral,  and  alcohol 
(even  in  medicinal  doses),  are  often  responsible  for  the  want 
of  appetite  complained  of  by  our  patients.  In  some  forms  of 
nervous  disease  there  is  an  inordinate  appetite  arising  fx-om  a 
sense  of  want  or  emptiness,  vei-y  soon  even  after  a meal ; and 
in  Diabetes  also,  the  appetite  is  often  excessive.  Iix  cex’tain 
states  of  bodily  and  mental  disorder  an  unnatural  appetite 
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(pica)  for  tlie  most  extraordinary  articles  may  sometimes  be 
noticed  (Chlorosis,  Pregnancy,  Insanity.  Compare  Chapter  viii 
p.  234). 

Thirst  is  a very  frequent  complaint  in  all  diseases  associated 
with  much  pyrexia  ; in  such  cases,  notwithstanding  the  quantity 
of  fluid  consumed,  the  urine  is  usually  scanty.  In  several 
forms  of  stomachic  derangement  also,  the  presence  of  thirst  is  a 
frequent  symptom,  and  in  such  cases  the  urine  may  be  abundant 
although  otherwise  normal.  In  certain  forms  of  Bright’s 
disease,  and  particularly  in  diabetes,  the  complaint  of  thirst 
often  directs  our  attention  to  the  examination  of  the  urine,  and 
in  such  cases  the  consumption  of  a large  quantity  of  fluid  is 
usually  found  to  be  associated  with  frequent  mictuiition  and  the 
passing  of  a large  quantity  of  urine  ; the  further  examination 
brings  out  abnormalities  in  the  specific  gravity,  and  also  as 
regards  the  presence  of  albumen  or  sugar.  Particular  articles 
of  diet  (salt  fish,  &c.)  often  cause  temporary  thirst,  and  the  use 
or  abuse  of  alcohol  is  frequently  followed  by  more  or  less  thirst 
and  dryness  of  the  throat,  especially  in  the  morning. 

THE  STATE  OF  THE  TONGUE 

affords  valuable  indications  respecting  the  digestive  functions, 
especially  when  the  disorder  is  due  to  the  influence  of  constitu- 
tional disturbance  (the  presence  of  febrile  and  inflammatory 
disease).  Indeed,  the  progress  of  a febrile  attack  can  often  be 
traced  both  in  its  increase  and  decline  b}’’  corresponding  changes 
in  the  state  of  the  tongue.  (For  various  matters  concernins: 
the  innervation  of  the  tongue,  including  articulation,  see 
pp.  140,  157,  160,  171). 

The  presence  of  a fur  or  coating  on  the  tongue  should  be 
described  as  to  its  extent,  whether  the  edges  and  tip  are  clean, 
and  as  to  the  colour  and  thickness  of  the  fur  which  is  some- 
times very  dense.  Different  from  the  ordinary  coatings  of 
digestive  disorder  are  the  white  soft  patches  of  Muguet 
(Parasitic  Aphthse  or  Stomatitis,  popularly  known  as  “ Thiaish,” 
Frog,”  &c.) ; these  are  often  seen  in  childi*en,  especially  in 
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those  who  are  fed  artificially ; but  they  may  likewise  occur  in 
others,  and  even  in  adults  suffering  from  chronic  diari-hcea  and 
exhausting  diseases  approaching  a termination ; these  white 
spots  and  patches  are  found  also  on  the  mucous  membrane  of 
the  cheek  and  throat ; they  are  due  to  the  j’l'esence  of  a veget- 
able parasite  (Oidium  albicans,  see  Fig.  30),  which  may  be 


seen  with  the  microscope,  after  removing  such  spots  with  the 
point  of  a knife  and  digesting  them  in  liquor  potassse.  (For  dis- 
tinction from  white  diphtheritic  patches,  see  Chapter  x.,  p.  302.) 
Very  much  rarer  than  this  is  the  presence  of  a black  parasite, 
seen  occasionally  in  cases  of  phthisis  and  some  other  diseases. 
The  dark  streaks  on  the  tongue  and  buccal  mucous  membrane 
observed  in  Addison’s  disease,  form  part  of  a general  pig- 
mentation. 

The  dryness  of  the  tongue  is  the  next  point  to  be  considered. 
This  may  be  tested  by  applying  the  tip  of  the  finger  to  it  as 
well  as  by  looking  at  it.  The  dryness  may  exist  either  with  or 
without  coating.  In  advancing  typhus,  pneumonia,  surgical 
fever,  &c.,  we  often  find  the  tongue  becoming  dry,  brown,  and 
hard,  so  as  to  be  not  unlike  roasted  leather.  Along  ■with  this 
we  often  see  sordes  on  the  gums  and  teeth.  In  less  severe  or 
receding  forms  of  the  same  condition,  the  dorsum  may  be  dry 
and  the  edges  and  tip  somewhat  moist.  But  the  tongue  may 
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be  dry  in  whole  or  in  part  without  much,  if  any,  fur,  in  which 
case  it  has  a red  glazed  appearance  ; or,  if  some  parts  are  less 
dry  than  others,  we  may  see  streaks  here  and  there,  and 
perhaps  small  patches  of  fur  on  the  dorsum  ; this  state  is  not 
unfrequently  complicated  with  hacks  or  cracks,  often  very 
painful : a similar  condition  frequently  can  be  traced  further 
back  in  the  fauces. 

Tice  red  raw  tongue  is  seen  in  certain  febrile  states  (especially 
enteric  and  scarlet  fevers) ; this  may  succeed  the  intensely 
furred  condition  already  referred  to ; the  whole  of  the  thick 
coating  sometimes  disappears  with  great  quickness,  leaving  a 
very  red  moist  surface  exposed.  This  sudden  desquamation  is 
scarcely  so  favourable  as  a slower  and  more  gradual  cleaning. 
This  red  raw  tongue,  in  such  a case,  may  become  dry  and 
glazed  in  the  further  progress  of  the  fever. 

The  “ Strawberry  tongue  ” is  characterised  by  gi-eat  distinct- 
ness of  the  papillae,  associated  with  considerable  redness,  and 
not  unfrequently  with  thick  white  fur  in  adjacent  parts.  This 
strawberry  tongue  is  common  in  scarlet  fever,  not  usually  at 
the  very  beginning,  but  after  some  days’  continuance  of  the 
fever. 

Enlargement  of  the  circumvalla,te  papillm,  at  the  back  of  the 
tongue,  is  not  xmcommon  in  cases  characterised  by  various 
dyspeptic  symptoms,  and  often  associated  with  a pitted  con- 
dition of  the  tonsils. 

Little  blisters  on  the  tongue  (aphthae),  and  various  degi-ees  of 
ulcei-ation,  supply  the  evidence  of  the  diflerent  fonns  or  degrees 
of  stomatitis  (vesicular,  ulcemtive,  gangi-enous)  : these  are 
often  associated  with  salivation,  foetor,  and  much  febrile 
disturbance. 

A swollen,  sodden  appearance  of  the  tongue  with  very  distinct 
indentations  on  the  edges,  corresponding  to  the  teeth,  is  often 
found  in  dyspepsia  of  various  kinds,  including  those  connected 
with  the  free  use  of  alcohol.  Swelling  of  the  tongue  from 
salivation  by  mercury  or  iodide  of  potassium  occasionally  occurs  ; 
the  rest  of  the  mouth  participates  in  this  action : the  mucous 
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membrane  of  the  cheek  opposite  tJie  teeth  should  also  be 
examined,  and  the  smell  of  the  breath  likewise.  Glossitis  (from 
this  or  other  causes)  may  lead  to  swelling  of  the  tongue,  and 
this  may  be  so  great  that  the  tongue  cannot  be  kept  within  the 
mouth. 

Swellings  under  the  tongue  (ranula),  and  hardness  or  nodula- 
tion  from  syphilis  and  cancer,  belong  rather  to  surgery  than 
medicine. 

Nearly  all  of  these  last  named  alterations,  associated  with 
swelling  or  enlargement  of  the  tongue,  may  lead  to  difficulties 
in  speaking  and  swallowing;  they  sometimes  render  eating 
or  drinking  painful  or  impossible. 

Paleness  of  the  tongue  from  anaemia,  Uvidity  in  cyanosis, 
coldness  in  cholei-a  or  collapse,  and  patches  of  ecchymosis  in 
pui-j^ura,  are  further  points  of  an  obvious  character  which  should 
be  noted  when  present. 

In  examining  the  tongue  we  frequently  detect  a foulness  in 
the  breath.  This  is  often  due  to  sore-throat,  bad  teeth,  decom- 
posing particles  of  food  or  blood  in  the  mouth  or  nose,  ozcena, 
and  gangrene  of  the  lung  : it  may,  however,  arise  also  from  dis- 
order of  the  stomach  due  to  gi-ave  febrile  disorders,  to  prolonged 
constipation  or  intestinal  obstruction,  to  errors  in  diet,  to 
particular  forms  of  dyspepsia  with  foetid  enictations,  or  to  the 
chronic  and  baneful  influence  of  alcohol,  ojuum,  and  chloral. 
Some  medicines  impart  a disagreeable  smell  to  the  breath,  and 
among  these  the  garlic  odour  of  bismuth  may  be  mentioned  as 
it  is  apt  to  be  overlooked  (due  to  the  occasional  presence  of 
tellurium  in  certain  parcels  as  an  impurity).  Various  well 
known  volatile  drugs  likewise  afiect  the  breath. 

VOMITING. 

Vomiting  should  be  considered  in  respect  of  what  appears  to 
be  its  immediate  cause  ; we  inquire  as  to  whether  it  is  connected 
with  anything  taken  into  the  system,  as  food,  drink  and  medi- 
cine ; or  into  the  lungs  by  direct  inhalation,  or  in  connection 
with  emanations  of  various  kinds;  or  by  absorption  through  the 

X 
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skin,  or  through  cuts  and  abrasions : the  possibility  of  poison- 
ing, intentional  or  accidental,  or  in  connection  with  the  occupa- 
tion and  habitation  of  the  patient,  must  not  be  forgotten.  We 
inquire,  fui'ther,  whether  the  vomiting  is  associated  with  the 
position  of  the  patient,  induced,  for  example,  on  moving  or  on 
rising  from  bed  ; whether  it  only  comes  on  at  particular  times, 
as  in  the  morning,  or  in  connection  with  coughing;  whether  it  is 
associated  with,  or  preceded  by,  sickness,  nausea,  or  pain  in  the 
stomach  and  liver,  or  connected  with  jaundice,  or  with  disorders 
of  the  bowels.  Vomiting  is  likewise  frequently  associated  with 
headache,  pain  in  the  back,  fever,  paralysis,  convulsions,  insen- 
sibility, dropsy,  disease  of  the  urinary  organs,  and  disorders  of 
the  menstruation.  We  must  inquire  in  certain  cases  whether 
there  has  been  any  exposure  to  the  sun,  any  injury  to  the  head 
or  belly,  any  surgical  operation,  or  any  other  obvious  fact  of 
this  kind  in  the  previous  history  of  the  patient. 

When  due  to  ingesta,  the  vomiting  may  be  immediate,  or  it 
may  not  occur  for  a few  hours  ; some  assistance  may  be  derived 
from  the  known  tendency  of  the  patient  to  vomit  readily,  or 
after  certain  articles  ; when  in  such  cases  the  vomiting  is  not 
immediate,  there  is  usually  some  period  of  sickness,  of  coldness, 
faintness,  or  giddiness  just  before  the  vomiting  occurs,  and  there 
is  often  a history  of  some  previous  derangement  of  the  ininvz 
vice,  perhaps  with  furred  tongue,  constipation,  &c.  When  sick- 
ness and  vomiting  are  due  to  these  last-named  causes  thei’e  is 
usually  great  and  permanent  I'elief  from  the  emptying  of  the 
stomach,  but  sometimes  improper  food  and  certain  medicines 
(antimony,  chloroform,  opium,  &c.),  set  up  a more  prolonged 
vomiting,  due  probably  to  some  changes  being  induced  by  them 
in  the  digestive  organs  (gastritis,  jaundice,  intestinal  catarrh, 
dysenteiy,  &c.),  as  evidenced  by  the  other  symptoms  of  these 
complaints.  Allied  to  this  is  the  vomiting  induced  by  the 
use  of  rich  food  in  excess,  or  the  moiming  sickness  so  common 
in  those  who  drink  alcohol  regularly  and  freely,  although  per- 
haps never  to  the  extent  of  causing  obvious  intoxication,  or 
in  those  who  are  addicted  to  the  frequent  use  of  sedatives.  The 
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vomiting  in  such  cases  may  be  due  to  a pi-actice  long  continued 
and  not  to  any  one  act  which  we  can  name. 

When  the  stomach  has  been  upset  from  any  cause,  many 
things  irritate  it  which  would  not  otherwise  do  so  : 'when  even 
a little  cold  water  is  almost  immediately  rejected,  we  have  evi- 
dence of  very  great  irritability  of  the  stomach. 

The  influence  of  the  I’ecumbent  position  in  helping  to  ward 
off  sickness  and  vomiting,  aj)plies  to  nearly  every  variety  of  the 
disoi’der ; but  in  some  cases  the  effect  of  change  in  position  is 
very  great ; in  uterine  flexions  and  in  pregnancy,  the  erect  posi- 
tion often  determines  vomiting  at  once,  and  this  is  no  doubt  one 
of  the  reasons  why  the  sickness  is  chiefly  marked  in  the  morning 
in  many  of  these  cases.  In  cases  of  vomiting  due  to  abdominal 
abscesses,  peritonitis,  and  genexul  debility,  the  influence  of  posi- 
tion, and  the  imjiortance  of  perfect  rest  after  swallowing  any- 
thing are  often  very  marked.  The  sickness  caused  by  the  rolling 
of  a vessel  at  sea,  by  rapid  rotation,  &c.,  may  be  mentioned  in 
this  connection,  although  such  sickness  is  probably  caused  in 
some  way  through  changes  in  the  cerebral  circulation. 

The  jDains  and  discomforts  associated  with  A’omiting  are  very 
\ariable.  In  fevers  and  inflammatory  diseases  the  vomiting  is 
usually  accompanied  with  more  or  less  headache,  and  often  with 
2)ain  in  the  back,  and  a feeling  of  soreness  in  the  limbs,  or  with 
general  malaise.  But  in  addition  to  this  thei'e  is  often  pain  in 
the  chest,  over  the  liver  or  gall-bladder,  the  bowels,  kidneys, 
bladdei’,  ovaries,  uterus,  testicles,  (fee.,  according  to  the  special 
organs  attacked. 

Pain  in  the  stomach  itself  should  be  inquired  into  as  to 
whether  it  aj^pears  immediately  after  a meal  (as  is  common  in 
gastric  ulcer),  or  only  after  tlie  j)rocess  of  digestion  has  actually 
been  going  on  (dyspepsia) ; whether  the  jjain  is  associated  with 
much  Avind  in  the  stomach,  and  Avhether  it  is  relieved  by  eructa- 
tions, or  by  the  act  of  vomiting.  This  relief  is  often  very 
marked  in  crises  of  dyspejisia  and  of  dilatation  of  the  stomach. 
The  sense  of  sickness  or  nausea  usually  precedes  vomiting  from 
most  causes,  but  not  unfrequently  it  is  absent  in  the  vomiting 
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due  to  cerebral  disease,  and  occasionally  in  that  of  renal  disease, 
so  that  “ causeless  vomiting  ” should  always  be  considered  from 
this  point  of  view.  Apart  from  serious  cerebral  lesions,  morning 
sickness  is  not  uncommon  in  those  whose  brains  are  overtaxed 
to  a serious  extent.  Vomiting  without  any  very  obvious  cause 
is  also  foiind  in  Addison’s  disease.  Pernicious  amemia,  and 
other  constitutional  disorders.  In  cerebral  disease  violent  head- 
ache often  accompanies  the  vomiting,  and  headache  is  very  often 
associated  with  the  sickness  and  vomiting  due  to  indigestion. 
The  combination  of  headache  and  vomiting  (both  in  extreme 
fonns)  is  seen  in  the  nervous  affection  known  as  “ sick  head- 
ache” (migraine),  but  in  this  case  the  headache  is  usually 
unilateral  (hemicrania),  and  the  duration  of  the  attack  limited 
to  a few  days  at  most.  While  pain  in  the  back  and  vomiting 
are  common  in  all  febrile  affections,  such  a pain  with  very 
marked  tenderness  in  the  spine  may  sometimes  denote  a spinal 
meningitis,  or  some  other  form  of  inflammatory  mischief  in  the 
cord. 

Disorder  of  the  bowels  frequently  indicates  the  cause  of  the 
vomiting  with  which  it  is  associated.  Vomiting  is  often  severe 
at  the  beginning  of  summer  diarrhoea,  especially  in  children, 
and  it  is  common  also  in  cholera  and  dysentery;  it  sometimes 
accompanies  the  act  of  defecation.  It  is  likewise  common  in 
cases  of  prolonged  constipation,  whether  from  general  disorder 
of  the  digestive  organs,  or  from  serious  obstructions  with  the 
attendant  inflammation,  due  to  hernia,  internal  strangulation, 
invagination,  &c.  Examination  of  the  hernial  regions,  of  the 
state  of  the  abdomen,  of  the  character  of  the  vomited  matters, 
and  of  the  stools,  if  any,  should  never  be  neglected.  Severe 
vomiting  and  diarrhoea  sometimes  occur  in  the  various  forms  of 
peritonitis.  This  combination  is  also  fonnd  at  the  beginning  of 
certain  cases  of  malignant  scarlatina  and  measles. 

Irritation  of  the  fauces,  produced  by  choking,  or  by  an 
infant’s  sucking  too  greedily,  or  perhaps  by  an  elongated  uvula, 
or  by  coughing,  very  often  produces  vomiting.  Various  forms 
of  cough,  especially  when  associated  with  profuse  expectoration. 
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are  apt  to  excite  vomiting.  The  paroxysms  of  whooping-cough 
are  often  terminated  by  an  act  of  vomiting.  It  may  be  noticed 
in  passing  that  severe  vomiting  and  retching  may  set  up  a form 
of  coughing  and  hawking  which  may  seem  again  to  induce 
furtlier  vomiting. 

Menstrual  irregularities,  uterine  flexions,  pelvic  inflamma- 
tions, and  other  forms  of  uterine  and  ovarian  disease,  are  fre- 
quently responsible  for  severe  and  pemstent  vomiting  with 
great  sickness.  Any  history  of  suppression  of  the  menses, 
within  the  child-bearing  period  of  life,  associated  with  this 
symptom,  should  lead  us  to  consider  the  question  of  preg- 
nancy. 

In  the  vomiting  due  to  renal  disease  we  usually  have  important 
assistance  from  the  state  of  the  urine  ; vomiting  occurs  at  times 
in  all  forms  of  kidney  affections,  but  the  passage  of  renal 
calculi,  and  the  poisoned  state  of  the  system  known  as  urannia, 
may  be  named  as  conditions  specially  likely  to  give  rise  to 

vomiting.  The  occurrence  of  vomiting  in  connection  with  a 

great  diminution  of  the  urine  in  renal  disease  is  always  of  veiy 
serious  import  in  this  respect.  The  vomiting  and  other  alarm- 
ing symptoms  observed  in  retrocedent  gout  may  likewise  be 
mentioned  here. 

Vomiting  is  a liabitual  accompaniment  of  the  paroxysmal 
and  excruciating  pains  in  the  hepatic  I'egion  due  to  the  passage 
of  gall-stones;  it  usually  precedes  the  jaundice  due  to  this 

cause.  A certain  amount  of  vomiting,  indeed,  is  a common 

precursor  of  jaundice  from  whatever  cause,  although  it  is  occa- 
sionally quite  absent.  (See  Jaundice,  p.  349.) 

The  quantity  of  matter  ejected,  and  the  sensation  of  sourness, 
burning,  bitterness,  foetor,  &c.,  experienced  during  the  act  are 
of  importance  in  judging  of  the  size  of  the  stomach  and  of  the 
changes  which  the  contents  of  the  stomach  have  been  under- 
going. (See  vomited  matters,  p.  326.) 

(Esophageal  Vomiting  differs  from  ordinary  gastric  vomit- 
ing in  the  relatively  small  quantity  which  comes  up,  and  in  the 
absence  of  effort  and  straining  during  the  act.  It  bears  some 
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resemblance  to  tbe  sudden  emptying  of  an  india-rubber  tube  on 
removing  it  from  a large  water  tap.  It  occurs  in  cases  of 
stricture  of  tbe  oesophagus,  especially  when  there  is  dilatation  of 
its  cardiac  extremity.  This  is  almost  always  a malignant 
disease,  but  it  may  also  arise  from  injui’ies  (burns  and  caustic 
liqviors). 

Vomited  Matters. — These  should  always  be  preserved  for 
inspection,  especially  in  cases  of  suspected  poisoning,  and  when 
the  vomiting  is  of  an  obscui’e  character. 

The  quantity  vomited  at  a time  is  often  important,  as  it  helps 
to  reveal  the  size  of  the  stomach,  and  to  indicate  tbe  extent  to 
which  the  meals,  of  several  days  it  may  be,  are  retained.  Ex- 
cessively large  quantities  are  ejected  in  cases  of  dilatation  of  the 
stomach  (due  to  cancer  of  the  pylorus,  or  other  causes).  These 
excessive  quantities  are  often  only  ejected  at  intervals  of  two  or 
three  days,  and  the  disproportion  between  the  amount  swallowed 
on  a given  day  and  the  amount  vomited,  serves  to  indicate  the 
retention  of  several  days’  food.  The  relatively  large  quantity 
vomited  in  certain  cases  after  the  swallowing  of  a small  amount 
of  bland  fluid,  serves  usually  to  reveal  somewhat  serious  con- 
gestion, if  not  erosion  or  ulceration,  of  the  stomach.  The 
“ coffee  ground  ” vomiting  in  such  cases  is  due  probably  to  the 
exudation  of  blood,  whose  character  has  become  altered  by  the 
juices  of  the  stomach.  (See  black  vomited  matter,  p.  327.) 

The  obvious  character  of  the  vomited  matters  often  explains  an 
attack  of  vomiting,  as  when  we  find  unripe  fruit,  undigested 
pie-crust,  and  similar  articles  brought  up  by  a sick  child,  or 
when  we  find  alcoholic  liquors  vomited  by  a drunk  man.  The 
curdled  milk  vomited  by  infants  does  not  necessarily  imply 
an  undue  acidity  of  the  stomach,  but  the  excessive  tenacity  or 
solidity  of  the  curd  may  indicate  that  the  particular  milk  given 
cannot  be  digested. 

The  degree  of  digestion  undergone  by  the  ejected  matters  may 
be  impoi’tant,  as  indicating  the  length  of  time  the  food  has  been 
retained.  Occasionally  a recent  meal  is  retained  while  former 
meals  which  have  been  so  far  digested  are  ejected,  owing  pro- 
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bably  to  their  being  more  fluid.  The  character  of  tlie  matter 
vomited,  us  experienced  by  the  patient,  especially  as  to  sour- 
ness, bitterness,  fee  tor,  &c.,  is  sometimes  of  value ; the  smell 
and  reaction  can  be  ascertained  by  ourselves.  The  conjunction 
of  great  acidity  in  the  vomited  mattei’s  Avith  alkalinity  of  the 
urine  has  often  been  noticed. 

The  smell  is  valuable  as  assisting  our  recognition  of  the  nature 
of  the  matters  vomited.  It  is  further  of  great  importance  when 
the  odour  can  be  recognised  as  distinctly  fascal.  Occasionally 
A’arious  forms  of  decomposition  simulate  this  odour,  but  when 
it  is  quite  unequivocal  it  indicates  some  form  of  obstruction  or 
strangulation  of  the  bowel,  or  some  fistulous  communication  of 
a lower  part  Avith  a higher  part  of  the  intestine,  or  Avith  the 
stomach  itself.  The  yeasty  or  frothy  appearance  of  the  vomited 
mattei-s  indicates  that  fermentation  has  been  going  on  in  the 
contents  of  the  stomach.  This  is  often  associated  Avith  the 
odour  peculiar  to  this  process,  so  that  the  smell  of  the  vomited 
matter  and  of  the  patient’s  breath  resembles  that  of  a barrel  of 
beer  or  porter.  Torulse  and  sarcinte  should  be  searched  for  in 
such  cases.  (See  Microscopic  Examination,  p.  328.) 

Blood  in  large  quantity  can  be  generally  recognised  as  such. 
It  is  usually  darker  in  colour  and  less  frothy  than  that  brought 
up  from  the  lungs.  Large  hcemoriliages  from  the  stomach  are 
commoner  in  simple  gastric  ulcer  than  in  cancer  or  any  other 
affection  of  this  organ.  Occasionally  large  quantities  of  blood 
are  vomited  from  the  opening  of  an  aneiu-ism  into  the  oeso- 
phagus, but  such  an  accident  is  usually  rapidly  fatal.  Blood  in 
small  quantities,  causing  florid  streaks  amongst  the  mucus  and 
A’omited  matters,  is  not  uncommon  in  any  very  violent  attacks 
of  vomiting  if  long  continued.  Such  streaks  are  specially  apt 
to  appear  in  cases  associated  Avith  congestion  of  the  stomach 
from  disease  of  the  liver  or  other  causes.  Dark  fluids,  resem- 
bling “ coffee  grounds  ” or  “ sooty  fluids,"  are  almost  ahvays 
composed  of  altered  blood,  acted  on  by  the  digestive  juices.  They 
are  found  frequently  in  cases  of  cancer  of  the  stomach,  in  gastric 
ulcer,  in  congestion  of  the  stomach,  and  in  peritonitis;  their 
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occurrence  towards  the  end  of  a prolonged  labour  may  likewise 
be  mentioned  here. 

BiU  in  the  vomited  matters  is  often  complained  of  when  the 
presence  of  the  altered  blood  just  referred  to  is  really  meant. 
Bile  is  to  be  recognised  as  a greenish  or  yellowish  viscid  fluid  ; 
it  may  be  vomited  up  in  any  case  where  the  retching  and 
straining  are  prolonged,  after  the  stomach  has  been  emptied  of 
its  contents. 

Pus  is  rarely  vomited  from  the  stomach,  although  very  fre- 
quently brought  up  from  the  lungs.  Occasionally  submucous 
suppuration  of  the  stomach,  stricture  of  the  oesophagus,  or  of 
the  cardiac  orifice  of  the  stomach,  and  the  opening  of  an  abscess 
into  the  stomach,  may  give  rise  to  this  symptom. 

The  afpearance  of  worms  and  of  shreds  of  hydatids  is 
important : the  round  worm  (ascaris  lumbricoides)  is  the  only 
one  met  with  commonly  in  such  a way.  It  is  occasionally 
vomited  by  children  during  illnesses  of  various  kinds,  not 
directly  related  to  the  presence  of  worms. 

The  Microscopic  Examination  of  the  A''omited  ^Matters 

starch  granules,  oil  globules,  and 
according  to  the  diet  of  the  patient. 
Crystals  of  mai’garine,  <tc.,  are  also 
often  seen.  Blood,  pus,  &c.,  may  be 
recognised,  if  their  structure  be  not 
destroyed  by  the  digestive  fluids. 
“ Cancer  cells  ” can  seldom  or  never 
be  recognised  as  such  with  any  degree 
of  certainty.  The  growth  known  as 
Torula  cerevesiw,  or  the  yeast  plant,  is 
often  found  in  fermenting  matter  from 


reveals  muscular  fibres, 
shreds  of  vegetable  tissue. 


Fig.  31. — Sarcince  Ventriculi, 
•with  starch  granules,  .and  oil  glob- 
ules, from  vomited  m.atters.  (Otto 
Funko.) 


the  stomach  (see  Fig.  55,  Chap,  xiii.) 
Sarcince  should  likewise  be  searched 
for  when  thex-e  is  fex-mentation,  or  in 


cases  of  accumulation  of  the  contents  of  the  stomach.  (See 
Fig.  31.)  They  ax’e  found  ixi  many  cases  of  dilatatioxx  of  this 
organ,  from  whatever  cause,  in  ulcer  and  cancer  of  the  stomach. 
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without  dilatation,  and  in  certain  ca.ses  of  gastric  catarrh.  Their 
presence  or  absence  cannot  be  relied  on  in  the  diflerential  dia- 
gnosis of  these  affections.  These  are  little  square  structures 
resemble  wool-packs,  from  wliich  tliey  take  their  name.  When 
found  in  the  stomach  or  its  contents  they  ai’e  called  Sarcince 
ventriculi,  but  similar  structures  have  been  found  in  the  urine 
(see  Chap,  xiii.),  and  in  various  other  fluids  of  the  body. 
Digestion  of  the  vomited  matter  in  liquor  potassm  brings  out 
the  appearance  of  the  sarcinm  somewhat  moi’e  distinctly. 

For  the  appearance  of  Hooklets,  (kc.,  from  Hydatids,  see  Fig. 
42,  p.  365.  Casts  of  the  gastric  follicles  have  been  described 
by  Dr.  Fenwick  as  occurring  in  vomited  matters. 

Eructations  and  Regurgitation  of  food  or  fluids  are  to  be 
considered  as  to  the  time  at  which  tliey  occur  Avith  regal’d  to 
meals.  A certain  amount  of  regurgitation  of  milk,  after 
sucking,  is  quite  natural  in  infants.  In  adults,  regurgitation 
may  occur  during  the  process  of  digestion ; in  such  cases  it  is 
usually  accompanied  with  pain  and  excessive  acidity. 
(Pyrosis).  There  may  be  such  an  appearance  of  fluid  in  the 
mouth,  however,  without  acidity  •,  indeed  the  fluid  which  thus 
ascends  from  the  stomach  may  be  quite  bland  or  even  alkaline  ; 
such  “ waterbrash  ” is  always  an  indication  of  digestive  disoi’der, 
and  occasionally  of  serious  lesions  of  the  stomach.  Apart  from 
the  ascent  of  actual  fluid  from  the  stomach,  the  patient  may  be 
conscious  of  excessive  acidity,  and  the  gas  belched  up  may  be 
recognised  as  very  sour. 

FLATULENCE  AND  HICCUP. 

Flatulence  manifests  itself  by  distension  in  the  region  of  the 
stomach  and  bowels,  causing  often  a certain  amount  of  pain  and 
discomfort  in  these  situations,  relieved  to  some  extent  by  the 
passage  of  wind  from  the  mouth  or  from  the  anus.  Rumbling 
noises  and  colicky  pains  often  attend  the  pas.sage  of  wind  along 
the  intestinal  tract.  But  in  addition  to  these  more  obvious 
symptoms,  wind  in  the  stomach  often  gives  rise  to  pain  between 
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the  shoulders,  or  about  the  heart,  to  giddiness,  faintness  for  a 
miniite  or  two,  to  palpitations  of  the  heart,  &c. 

The  period  in  the  process  of  digestion  at  which  the  flatulence 
begins  to  appear  should  be  ascertained,  as  also  the  influence 
which  certain  articles  of  diet  have  in  detennining  the  flatulence. 
(Vegetables,  saccharine,  starchy,  and  fatty  foods,  tea,  tobacco, 
alcohol,  etc.)  The  peculiar  fermentation  which  leads  to  the 
production  of  gas  may  be  often  guessed  at  by  the  description 
which  the  patient  gives  of  the  taste  and  smell  of  the  eructa- 
tions, or  perhaps  it  may  be  judged  of  by  the  observer.  The 
lactic  acid,  the  butyric  acid,  and  the  alcoholic  fermentations 
are  the  commonest. 

The  repeated  passage  of  wind  from  the  bowel  in  cases  of 
intestinal  obstruction  serves  to  show  that  the  obstruction  is  not 
absolute.  The  suppression  of  the  passage  of  wind  leads  in  such 
cases  to  excessive  tympanitic  distension  of  the  abdomen,  if  the 
seat  of  obstruction  be  low  down. 

In  addition  to  intestinal  obstruction,  the  accumulation  of 
wind  in  the  bowels  is  commonly  observed  in  peidtonitis,  both 
acute  and  chronic  (puerperal,  traumatic,  and  tubercular,  as  well 
as  other  forms.)  In  enteric  fever,  a certain  degree  of  tympanites 
is  habitual,  and  in  vai'ious  adynamic  states  it  often  assumes 
alarming  characters.  In  diseases  of  the  liver,  and  in  ascites 
resulting  therefrom,  such  flatulent  distension  is  often  most 
distressing.  In  rickets,  and  in  some  forms  of  infantile  disease 
characterised  by  digestive  derangement,  distension  of  the  bowel 
is  so  habitual  as  to  lead  to  a permanent  enlargement  of  the 
belly,  sometimes  simulating  more  serious  disease.  Flatulence 
in  the  stomach  and  bowels  is  one  of  the  commonest  features  in 
cases  of  hysteria.  The  sensation  compared  to  the  ascent  of  a 
ball  of  wind  to  the  throat,  producing  a sense  of  impending 
sufibcation,  is  often  described  by  hysterical  patients  (globus 
hystericus). 

Hiccup  is  common  as  appearing  readily  in  cei-tain  pei-sons 
after  eating  or  drinking  ; when  of  short  dui-ation  it  is  seldom  of 
much  importance.  Protracted  duration  of  hiccup  is  always  a 
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serious  symptom,  especially  in  fevers  or  other  illnesses  with 
much  nervous  prostration,  in  diseases  of  the  liver,  and  in  cases- 
of  intestinal  obstruction. 

STATE  OF  THE  BOWELS— ABDOMINAL  PAIN. 

The  State  of  the  Bowels  has  to  be  noted  in  most  cases. 
In  healthy  subjects  the  bowels  act  about  once  in  the  twenty- 
four  hours  : certain  persons  have  two  motions  in  the  day,  or  a 
motion  only  once  in  the  two  days,  without  any  real  dej^arture 
from  health.  In  children  the  motions  ai-e,  as  a rule,  more  fre- 
quent than  in  adults,  and  in  young  infants  three  or  four  motions- 
in  the  24  hours  may  be  regarded  as  normal.  In  judging  of  the 
frequency  or  infrequency  of  the  motions,  as  an  index  of  disease,, 
we  must  have  regard  to  the  quantity  and  quality  of  the  food 
used,  and  the  amount  of  muscular  exercise.  Scanty  food,  or 
the  use  of  food  that  can  be  nearly  all  absorbed  without  residue, 
and  the  absence  of  active  exercise,  tend  to  produce  scanty  and 
infrequent  motions.  Constipation,  prolonged  beyond  3 or  4 
days,  must  be  regarded  as  an  abnormal  state  : occasionally^ 
however,  there  is  an  interval  of  nearly  a week  between  the 
motions  in  persons  who  reckon  this  their  natural  condition. 
The  frequency  of  the  motions  should  be  stated,  if  possible, 
as  to  the  actual  number  of  stools  in  the  24  hours  : occasionally, 
it  is  important  to  know  whether  the  frequency  is  less  during 
night,  and  then  the  number  of  stools  by  day  and  night  may  be 
given  separately.  The  influence  of  cei’tain  meals  may  often  be 
seen  in  determining  several  motions  at  particular  times,  although 
there  may  be  no  disturbance  afterwards.  In  children  this  is 
often  so  marked  as  to  give  rise  to  the  erroneous  idea  of  the 
milk  just  swallowed  having  passed  at  once  thi-ough  the  bowels. 
The  influence  of  movement  and  exertion,  likewise,  may  some- 
times be  traced  in  the  same  way ; the  relative  frequency  of  the 
stools  at  particular  times,  and  under  particular  circumstances, 
has  often  to  be  specially  noted,  in  order  to  give  us  a true  idea 
of  the  state  of  the  case. 

The  consistency  of  the  motions  is  the  next  point  of  importance. 
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but  this  falls  rather  to  the  section  on  the  character  of  the  stools 
(p.  335). 

Tlia  degree  of  force  or  straining  during  defecation,  the 
presence  of  pain  in  the  bowels  (see  next  section),  the  force  with 
which  the  motions  are  expelled,  the  passage  of  wind  with  the 
motions,  and  the  presence  of  faintness  or  sickness  before, 
during,  or  after  defecation,  are  all  points  which  should  be 
inquired  into,  particularly  in  cases  of  diarrhoea  and  constipation, 
nnd  of  partial  obstruction  of  the  bowel. 

When  motions  are  passed  in  bed  and  without  notice,  it  should 
be  ascertained  whether  this  arises  from  unconsciousness,  from 
defective  sensibility  in  the  parts,  from  paralysis  of  the  sphincters, 
from  great  fluidity  of  the  motions,  from  spasmodic  or  irregular 
action  of  the  bowel,  from  inability  of  the  patient  aiising  from 
pain  or  paralysis  to  effect  the  necessary  movements,  from  idiocy 
or  defective  intelligence,  from  indifference,  or,  in  children,  from 
want  of  training.  The  intentional  or  wilful  soiling  of  the  bed, 
so  as  to  mislead  or  to  secure  attention,  should  also  be  remem- 
bered as  an  occasional  occurrence. 

Pain  in  the  Abdomen  and  Bow'els. — Pain  in  the  region 
of  the  bowels  is  of  such  importance  that  we  must  try  to  dis- 
criminate the  different  forms,  and,  as  we  cannot  say  at  once 
whether  the  pain  is  in  the  bowels  themselves,  or  in  adjacent 
organs,  we  must  consider  them  together. 

Tenderness  of  the  abdomen  may  be  general  or  local,  and  all 
degrees  of  tenderness  are  met  with.  Generalised  tenderness  is 
found  in  peritonitis,  sometimes  to  an  exti’eme  degree,  so  that  the 
least  touch,  or  even  the  pressure  of  the  bed-clothes  is  painful ; 
the  most  extensive  peritonitis,  however,  may  exist  with 
but  little  tenderness ; and  in  certain  puerperal  cases,  and 
in  the  chronic  forms  of  peritonitis  the  tenderness  is  often 
•extremely  slight,  or  even  altogether  absent.  Apart  from 
wounds  and  other  injuries,  surgical  operations,  and  childbirth, 
we  find  acute  peritonitis  to  arise  most  frequently,  perhaps,  from 
pei-foration  of  the  stomach  and  bowels,  in  the  course  of  gastric 
-and  intestinal  ulcers,  enteric  fever,  and  affections  of  the  ciecum 
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and  vermiform  appendix.  Abscesses  and  accumulations  of 
various  kinds  may,  by  rupture,  produce  tlie  same  effect  (hepatic 
and  renal  abscess,  hydatids,  ovarian  cySts,  vertebral  abscess, 
rupture  of  gall-bladder,  ulceration  of  gall-duct).  Tubercular 
deposits,  although  commoner  in  chi'onic  peritonitis,  sometimes 
set  up  an  acute  attack.  The  previous  history,  the  mode  of 
onset,  and  the  other  concurrent  symptoms  must  here  guide  the 
diagnosis. 

Sometimes,  however,  peritonitis  arises  without  any  obvious 
cause  (so-called  idiopathic).  Certain  cases  of  rheumatism  affect- 
ing the  abdominal  walls  are  not  easily  separable  from  peritonitis, 
as  tendei’ness,  fever,  and  vomiting  may  all  be  present.  In 
many  cases  of  hysteria  there  is  extreme  sensitiveness  and 
shrinking  on  touching  the  abdomen : the  absence  of  pyrexia  in 
such  cases  usually  serves  to  negative  the  idea  of  aeute  inflam- 
mation. 

Localised  tenderness,  from  circumscribed  peritonitis,  is  found 
particularly  over  the  csecum  (perityjyJditis),  and  in  the  neighbour- 
hood of  the  uterus  {perimetritis,  pelvi-peritoiiitis,  &.C.).  Occasion- 
ally a localised  pex’itonitis,  particularly  over  the  liver,  is  found 
associated  with  Bright’s  disease,  syphilis,  and  other  depraved 
states;  and  a localised  peritonitis  is  said  to  be  sometimes  jjroduced 
by  embolic  lesions  in  the  spleen. 

Localised  tenderness,  however,  may  likewise  be  due  to  vari- 
ous affections  of  the  abdominal  organs  themselves  aj^ax-t  from 
peiitonitis : we  aim  at  determining  the  site  of  the  tenderness 
in  I'elation  to  the  organs,  and  at  discovei'ing  any  altei’ations  in 
the  size,  position,  shape,  or  density  of  the  viseex-a  in  qixestion. 
(Congestion  axxd  cancer  of  the  liver,  cancer  or  ulceration  of  the 
stomach,  dilatation  of  the  gall-bladdei',  calcxxloxxs  affections  of  the 
liver  and  kidneys,  ixiflammations,  dilatations  and  displace- 
ments of  the  kidneys,  disease  of  the  sixpra-x-enal  capsxxles,  inflam- 
mations of  the  ovax'ies,  uterus,  or  bladder,  axxd  aox'tic  or  other 
fox-ms  of  abdominal  anexxx-isms,  may  be  mentioned  in  this 
connection.) 

Colic — spasmodic  axxd  paixxful  coxxtractioxx  of  the  bowel — oftexx 
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produces  pain  quite  as  great  as  that  of  peritonitis : the  parts, 
however,  are  seldom  very  tender,  indeed,  pressure  may  relieve 
the  pain ; the  temperature,  moreover,  is  usually  natural. 
In  severe  persistent  colic,  associated  with  constipation,  the 
question  of  lead  poisoning  should  be  considered.  In  an  attack 
•of  abdominal  pain,  with  constipation  and  vomiting,  even  when 
no  local  tenderness  or  tumour  is  complained  of,  the  hernial 
regions  should  be  carefully  examined,  at  least,  in  patients  of 
whose  history  we  are  ignorant,  and  the  question  of  internal 
strangulation,  invagination,  &c.,  must  be  considered  before 
resorting  to  energetic  cathartics. 

Abdominal  pains,  apart  from  any  evidence  of  peritonitis, 
intestinal  obstruction,  or  inflammations  of  the  viscera,  some- 
times occur  in  such  a form  as  to  lead  to  the  diagnosis  of 
abdominal  neuralgia,  but  this  must  always  be  accepted  with  the 
gi-eatest  reserve.  Affections  of  the  mesenteric  glands  (tubercular 
and  malignant)  are  often  associated  with  severe  pain  of  obscure 
origin,  and  old  adhesions  of  the  intestines  may  give  rise  to  pain 
appearing  at  particular  times  in  connection  probably  with  the 
varying  position  of  the  bowel,  without  any  recent  inflammation. 
Neuralgic  pains  referred  to  the  I'egion  of  the  gi’oiu  are  often 
due  to  uterine  disorders.  In  chronic  peritonitis  the  pain 
A^aries  much  in  severity;  there  may  be  extensive  disease  of  this 
kind  without  any  remarkable  pain  or  tenderness  having  ever 
been  noticed  by  the  patient ; variations  in  the  severity  of  the 
pains  in  such  cases  depend  probably,  in  part,  on  the  dragging 
of  adhesions,  as  just  described,  occurring  particularly  in 
connection  with  vomiting,  wdth  the  action  of  the  bowels,  dis- 
tension of  the  intestines,  &c.  ; fresh  attacks  of  acute  inflam- 
mation, superA^ening  in  chronic  peritonitis,  may  sometimes  be 
recognised  by  the  pains  being  associated  Avith  a special  local 
tenderness,  and  Avith  an  elevation  of  the  general  tempera- 
ture. 

Abscesses  and  tumours,  especially  aneurisms  of  the  aorta, 
and  malignant  disease  of  the  abdominal  organs,  or  of  the  bones, 
often  cause  severe  abdominal  pains  during  the  early  stages  at 
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which  their  existence  cannot  be  recognised  by  the  most  careful 
physical  examination. 

Pains  associated  icith  defecation  are  of  various  kinds. 
When  there  is  only  slight  pain  just  before  the  bowels  act, 
passing  away  soon  after  the  motion,  it  is  of  but  little  con- 
sequence ; it  is  very  common,  especially  in  all  forms  of  loose- 
ness of  the  bowels,  and  in  connection  with  the  action  of 
purgatives.  When  the  pains  are  more  severe,  of  a grilling 
character,  and  frequently  recurring,  considerable  importance  is 
to  be  attached  to  them.  Looseness  of  the  bowels  with  such 
pains  often  proceeds  from  the  irritation  set  u^i  by  imjn'oper  or 
undigested  food,  fruit,  itc.;  in  dysenteric  diarrhoea  and 
dysentery,  the  pains  accompanying  defecation  are  usually  of  a 
more  straining  character,  and  the  sense  of  the  bowel  not  being 
properly  relieved  is  usually  very  marked  {tenesmus). 

Painful  defecation,  with  constipation,  is  commonly  d\ie  to 
the  size  or  hardness  of  the  fecal  masses  being  such  as  to  give 
I’ise  to  pain  from  this  alone  ; the  masses  are  sometimes  so  hard 
or  so  large,  and  the  rectum  so  much  paralysed,  that  even  painful 
forcing  fails  to  dislodge  the  feces,  and  they  have  to  be  softened 
by  enemata,  or  even  scooped  out  mechanically.  With  hard 
masses  of  this  description  any  tender  pai-ts  of  the  rectum  and 
anus  ai'e  apt  to  be  rendered  exquisitely  painful;  inflamed 
piles,  and  fissure  of  the  anus,  prolapse  of  the  rectum,  and 
various  forms  of  inflammation,  ulceration,  or  excoriation  of  the 
parts  may  be  mentioned  as  common  causes  of  exquisitely  painful 
defecation  : a careful  examination  of  the  parts  is  often  neces- 
sary to  avoid  sei’ious  mistakes. 

Appearance  of  Motions. — The  motions  should  be  examined 
as  to  several  points ; the  most  important  of  these  will  now  be 
considered. 

Consistency : we  ascertain  whether  the  motions  are  “ formed,” 
that  is,  possess  the  cylindrical  shape  of  the  bow'el ; the  diameter 
of  the  pieces  of  fecal  matter  is  of  importance  in  strieture  of  the 
bowel,  as  in  certain  cases  they  are  found  to  be  very  narx'ow,  or 
perhaps  flattened  and  ribband-like.  Somewhat  globular  masses 
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of  various  sizes,  usually  hard  and  dry  (scybala),  are  often  found 
in  cases  of  constipation ; such  pieces  have  lost  much  of  the 
moisture  and  air  naturally  contained  in  faeces,  from  their  beinw 
long  retained  in  the  pouches  of  the  large  bowel.  Faeces  long 
retained  often  fail  to  float  in  water,  on  account  of  this  loss  of 
air.  If  the  motion  be  not  “ formed,”  it  should  be  described  as 
to  whether  it  has  the  consistence  of  a thick  or  a thin  pultaceous 
mass,  or  whether  it  is  chiefly  fluid,  with  a few  solid  masses 
interspersed.  Fluid  motions  are  often  described  as  resembling 
“pea  soup”  (enteric  fever);  “rice  water”  (cholera);  or  the 
“ sci'apings  of  meat  ” (dysentery) ; &c. 

The  colour  of  the  motions  is  sometimes  described  simply  by 
the  terms  dark,  light,  green,  black,  &c.  Occasionally  it  is 
indicated  by  reference  to  the  cause  of  the  colour  : thus  we  speak 
of  much  bile  or  little  bile  being  present.  The  natural  colour  of 
the  motions  is  derived  from  the  biliary  colouring  matter ; 
“ clay -like  ” motions  are  found  when  there  is  an  absence  or  a 
diminution  of  bile.  Melama : black  motions,  from  altered 
blood,  are  found  when  blood  is  mixed  with  the  motions  in  such 
proportions  and  at  such  parts  of  the  digestive  tract  as  to  be  acted 
on  by  the  gastric  and  intestinal  secretions  (gastric  and  duodenal 
ulceration,  intestinal  hsemorrhage  from  portal  obstruction). 
When  the  hsemon-hage  is  large,  from  whatever  cause  this  may 
arLse,  the  blood  preserves  much  more  of  its  usual  colour. 
When  the  bleeding  is  from  ijiles,  flstula,  polypus,  and  cancer 
of  the  rectum,  or  from  other  lesions  of  the  lower  bowel,  the 
blood  in  the  motions  usually  retains  its  typical  appearance  as 
blood,  with  more  or  less  of  a florid  colour.  Black  motions  are 
not  at  once  to  be  presumed  to  derive  their  colour  from  altei’ed 
blood,  as  various  medicines  render  the  motions  dark,  particvdarly 
iron,  bismuth,  and  charcoal,  and  to  a less  extent,  lead,  copper, 
tannic  acid,  logwood,  and  some  others ; as  logwood  stains  babies’ 
napkins,  attention  is  sometimes  called  to  this  peculiarity. 
Mercurials  often  render  the  motions  darker,  but  this  is  partly 
owing,  no  doubt,  to  their  being  thus  rendered  more  bilious. 
IMotions  with  what  looks  like  unmixed  and  unaltered  bile  (a 
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greenish,  yellowish,  glairy  fluid),  are  occasionally  seen.  Green 
motions  are  veiy  common  in  infantile  diarrhoea : the  green 
motions  sometimes  persist  for  a considerable  time  after  the 
diarrhoea  has  been  checked ; motions  passed  with  a yellow 
colour  sometimes  change  their  appearance,  so  that  the  napkins 
may  be  green  after  the  lapse  of  some  time  when  produced  by 
the  nurse.  Sometimes  the  motions  are  almost  white,  not  un- 
like boiled  bread  and  milk.  In  children  the  motions  often 
present  a curdy  appearance  and  possess  a sourish  smell,  and  not 
unfrequently  undigested  masses  of  curdled  milk  are  found 
mixed  up  with  the  feeculent  matter. 

Mucus  is  passed  in  large  quantity  in  some  cases  of  invagi- 
nation of  the  bowel, — large  quantities  of  glairy,  clear,  gum-like 
material  coming  away  with  little  or  no  faecal  matter.  Such 
mucus  may  be  coloured  with  a little  blood,  or  associated  with 
large  quantities  of  it.  IVIucus,  usually  of  a less  transparent 
kind,  is  found  more  or  less  in  cases  of  dysentery,  and  in  such 
cases,  a little  bloody  mucus  may  constitute  the  whole  of  a 
motion,  voided  with  a feeling  of  great  urgency,  and  passed  with 
much  pain  and  straining.  Other  forms  of  mucous  discharge, 
consisting  of  more  opaque  yellowish  flakes  and  shreds,  ai-e 
passed  in  cases  of  catarrh  of  the  bowel,  and  considerable  casts 
of  parts  of  the  intestinal  tract  are  voided  in  certain  cases  of 
so-called  “ mucus  disease.” 

Shreds  of  mucus  are  often  spoken  of  by  patients  as  ‘ skins,’ 
and  are  sometimes  confounded  by  them  with  portions  of  dis- 
integrated worms. 

Ptis  in  the  motions  may  proceed  from  various  affections  of  the 
lower  bowel  just  named  in  connection  with  bleeding  from  the 
same  situation  (see  p.  336),  and  some  admixture  of  pus  is 
common  in  dysenteric  motions  and  in  the  affection  referred  to  as 
intestinal  catarrh.  Inflammations  of  the  cjecum  sometimes 
result  in  the  discharge  of  pus  from  the  bowels. 

Various  abscesses  open  into  the  bowel,  and  may  thus  give  a 
coating  to  the  fseces,  or  fumish  a considerable  quantity  of  pus. 
Of  these  the  most  common  are  pelvic  abscesses,  connected  with 
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childbirth,  or  at  least  with  affections  of  the  womb ; but  abscesses 
arising  from  the  kidney  and  other  organs  in  the  abdomen,  and 
even  psoas  abscesses,  occasionally  burst  into  the  bowel.  Abscess 
of  the  prostate  usually  opens  in  this  way.  Sometimes  a 
cancerous  tumour  breaking  doAvn  presents  something  like  a 
purulent  deposit  in  the  faeces.  Portions  of  bowel  which  have 
sloughed  may  also  be  voided  with  the  motions,  usually,  how- 
ever, in  a gangrenous  or  disintegrated  state.  This  occurs  in 
certain  cases  of  recovery  from  invagination  of  the  bowel. 

Worms  are  usually  seen  quite  readily  if  the  motions  are 
examined  at  all,  at  least  in  the  case  of  round  worms  {ascaris 
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Fi|?.  ZZ.—Oxyurides  Vennieu- 
lares,  magnified  five  times.  A, 
Male;  B,  Female.  (Leuckart.) 

lumbricoides),  and  tape- worms  {tcenice  of  various  kinds).  Thread 
worms  (oxyurides),  however,  require  to  be  looked  for  more 
closely,  as  they  are  small.  Their  movements,  when  expelled 
alive,  assist  in  their  recognition.  (See  Figs.  32  and  33.)  In  the 
case  of  tape- worms,  the  naiTOw  parts  should  be  specially 
looked  for  and  preserved  for  scrutiny,  to  see  if  the  head  of  the 
parasite  is  included  in  the  mass.  The  different  kinds  of 
tcenia  may  be  recognised  by  the  appearance  of  the  head, 
and  by  the  microscopic  examination  of  the  proglottides 
with  regard  to  the  ai’rangement  of  the  passages  in  the  uterus, 
with  the  ova,  &c.  For  this  purpose  one  or  two  of  the  large 
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segments  are  placed  on  a microscopic  slide  to  dry  (after  immer- 
sion in  strong  spirit)  so  as  to  be  rendered  transparent.  The 


Fig.  .'?4. — Tcenia  Mediocanellata,  na- 
tural size,  showing  the  different  size 
and  shai^e  of  the  set^ents  in  the  various 
part-s.  (The  Tienia  solium  resemble.s 
this  in  general  appearance  ; for  distinc- 
tions see  flgs.  35-38.)  (licuckart.) 


Fig.  35. — Proglot- 
tides of  the  Tcenia 
Solium,  magnified 
twice,  showing  ar- 
rangement of  uter. 
us.  (Leuckart.) 


Fig.  36. — Proglot- 
tis  of  Tcenia  iledio- 
ennef  fafa.magnified, 
showing  the  arrange- 
ment of  the  uterus. 
(Leuckart.) 
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T mnia  Solium  and  tlie  Tamia  Mediocanellata  are  the  only  tape- 
worms common  in  this  country.  (See  Figs.  34-38.)  Round 

worms  resemble  earth-worms 


in 


general 


ap^iearance, 


al- 


Fig.  37. — Head 
of  Tania  Solium, 
armed  with  a circle 
of  booklets,  show- 
ing two  of  the  four 
suckers.  (Dr.  Cob- 
bold.) 


Fig.  38. — Head  of 
Tania  Mediocanel- 
lata (not  armed  with 
booklets),  showing 
two  of  the  four  suck- 
ers. (Drawn  by  Dr. 
John  Wilson.) 


though  paler  in  colour.  The 
female  worm  is  usually  about 
the  length  of  the  page  of  this 
book,  and  the  male  is  consider- 
ably smaller  (400  mm.  and  250 
mm.  respectively  as  a maxi- 
mum). When  dry,  however, 
they  shrivel  up  to  some  extent. 

Portions  of  hydatids  are 
sometimes  expelled  with  the 
motions.  Anything  resembling 
these  should  be  preserved  for 
further  examination.  (See 
Fig.  42,  p.  365.) 

Fatty  matter  is  occasionally 
found  in  the  motions  in  large 
quantity,  and  has  been  noticed  in  certain  cases  of  disease  of  the 
pancreas.  Smaller  quantities  of  oily  material  may  be  passed 
from  the  inability  of  the  patient  to  digest  or  absorb  the  fat  in 
the  food,  or  the  oil  administered  as  medicine. 

Gall-stones  must  be  searched  for  in  the  way  described  else- 
where (see  Jaundice,  p.  353)  when  the  discovery  of  them  is 
important.  We  must  accept  the  statement  of  patients  as  to 
passing  gall-stones  with  great  reserve,  unless  they  can  be 
produced,  or  unless  they  have  been  found  in  the  way 
described,  as  hardened  fajces  and  intestinal  concretions  are 
sometimes  mistaken  for  them. 

Bones,  Coins,  Artificial  Teeth,  and  various  other  things, 
swallowed  by  accident,  are  often  found  in  the  motions  after 
very  variable  periods,  extending  sometimes  to  several  months 
after  the  accident.  Such  articles  are  often  more  or  less 
corroded  by  the  digestive  fluids,  and  the  animal  parts  are 
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usually  greatly  diminished  in  bulk,  or  even  quite  absent.  The 
metallic  parts  acted  on  may  have  caused  discolouration  of  the 
motions  during  the  period  the  article  was  retained. 

The  Smell  of  the  Stools  is  sometimes  particularly  offensive, 
and  special  odours  can  sometimes  be  i-ecognised  as  peculiar  to 
certain  conditions,  but  they  are  not  easily  described.  Amongst 
the  most  offensive  are  dysenteric  motions,  and  the  motions  in 
certain  forms  and  stages  of  enteric  fever.  In  the  diarrhoea  of 
children  the  milk  sometimes  undergoes  a peculiarly  offensive 
decomposition,  controlled  in  certain  cases  by  the  previous 
boiling  of  the  milk.  In  jaundice  also  the  motions  are  often 
very  disgusting.  Sourness  can  often  be  recognised  as  character- 
ising the  motions  of  children,  and  such  motions  are  often 
distinctly  curdy.  The  odour  of  sulphuretted  hydrogen,  present 
in  natiu'al  fjeces  to  a variable  extent  according  to  the  nature  of 
the  food,  is  exti’emely  marked  during  the  internal  use  of 
sulphur  and  some  of  its  comjiounds.  Other  medicines  may  also 
communicate  their  special  odour  to  the  stools. 

The  Clinical  Significance  of  Constipation  and  Diarrhoea 
varies  extremely.  Slight  indications  have  been  inserted  in 
enumerating  the  different  symptoms,  and  the  following  hints  are 
now  added. 

Constipation  is  extremely  common,  in  its  slighter  forms,  in 
connection  with  disorders  of  digestion,  especially  such  as 
proceed  from  ner\mus  causes,  worry  of  business,  irregularity  in 
habits,  (kc.  But  similar  causes  lead  in  certain  subjects  to 
diarrhoea.  Alternations  of  constipation  and  diarrhoea  ai-e 
common  in  certain  forms  of  gastro-intestinal  disorder,  and  are 
met  with  even  in  dysentery  and  enteric  fever.  Occasionally  also 
the  constipation  usual  in  cancerous  obstruction  of  the  rectum  is 
vai-ied  by  a profuse  diaiThcea. 

A constipated  state  of  the  bowels  is  habitual  at  the  beginninof 
of  many  febrile  disorders.  Pretty  obstinate  constipation  is  so 
frequent  at  the  beginning  of  meningitis  as  to  afford  an 
important  indication  of  its  onset.  Occasionally  a pre-existing 
diarrhoea  is  replaced  by  constipation  on  the  supervention  of 
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meningitis.  Constipation  when  pi’otracted,  especially  when 
associated  with  vomiting  or  hiccup,  and  abdominal  pain,  and 
swelling,  should  always  dictate  the  necessity  of  examining  for 
hei’nial  strangulation,  even  in  the  less  usual  situations,  or  for 
considering  the  question  of  internal  obstruction  in  its  various 
forms,  or  of  invagination  of  the  bowel.  Chronic  peritonitis 
sometimes  leads  to  similar  symptoms.  Paralysis  (paraplegia) 
occasionally  gives  rise  to  constipation  of  such  an  obstinate  char- 
acter as  to  suggest  the  idea  of  obstruction. 

Diarrhoea  attends  certain  febrile  states,  apart  from  any 
specific  intestinal  aflection,  being  induced  in  some  way  by  the 
pyrexial  state,  or  the  depraved  condition  of  the  blood,  and 
perhaps  by  the  inability  of  the  patient  to  digest  the  food  taken 
in.  Even  in  healthy  states,  undigested  or  indigestible  food 
cives  rise  to  looseness  of  the  bowels.  Poisonous  substances 
often  produce  severe  diarrhoea.  In  addition  to  the  well-known 
cathartics  and  the  irritant  poisons,  certain  forms  of  shell-fish 
and  the  flesh  of  animals  in  certain  states  of  decomposition  may 
be  mentioned.  The  influence  of  impure  water,  the  leaking  of 
sewage  pipes,  the  emanations  from  foul  drains,  and  the  climatic 
and  other  influences  which  lead  to  dysentery  may  be  mentioned 
in  this  connection.  Cholera  in  its  epidemic  form,  and  in  the 
less  severe  forms  known  as  British  or  autumnal  cholera,  and 
Cholera  Infantum,  may  likewise  be  referred  to  in  this  class. 
The  scarlatinal  poison  sometimes  manifests  its  early  presence  by 
a violent  diarrhoea,  especially  in  malignant  cases.  Possibly  also 
the  spontaneous  looseness  seen  in  certain  stages  of  uraemia  and 
in  puerperal  fever  may  be  referred  to  a similar  cause.  Enteric 
fever  (with  its  intestinal  lesion)  presents  an  intermediate  form 
between  the  foregoing  and  those  cases  of  diarrhoea  wTiich  oAve 
their  origin  to  tubercular,  catarrhal,  or  dysenteric  ulceration  of 
the  bowels.  Peritonitis  frequently  gives  rise  to  severe  forms  of 
diarrhoea. 

The  presence  or  absence  of  the  various  concomitant  symp- 
toms, and  the  results  of  the  physical  exploration  of  the  abdomen, 
must  be  relied  on  for  the  dififerentiation  of  these  forms. 
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THE  TEETH  AND  GUMS. 


An  examination  of  the  teeth  affoi’ds  evidence  in  many  cases 
of  certain  constitutional  states,  as  well  as  of  various  local 
sources  of  disturbance.  The  number  of  teeth  differs  in  the  fii-st 
and  the  second  dentition.  The  age  of  young  persons  can  some- 
times be  estimated  from  the  state  of  the  dental  development. 


The  order  of  their  appearance  varies  somewhat.  As  a rule  the  lower 
central  incisors  appear  first,  then  the  upper  central  incisors,  and  then  the 
lower  lateral  incisors.  The  following  may  be  given  as  the  usual  order  and 
date  of  their  appearance  : — 


The  order,  however,  is  sometimes  different ; the  date  of  the 
appearance  is  sometimes  earlier,  and  often  much  later  than 
appears  above.  The  process  goes  on  by  little  starts,  w'ith 
distinct  intervals  or  pauses  between. 

Disoi'ders  of  dentition. — Lateness  in  dentition  often  arises 
from  the  constitutional  derangement  known  as  rickets;  the 
disturbances  of  digestion,  and  of  the  general  health,  arising  from 
this  cause,  are  often  ascribed  erroneously  to  the  ills  of  teething. 
But  although  the  fii*st  teeth  have  appeared  at  the  usual  tim» 
the  rickety  state  may  really  exist,  and  from  this  cause,  or  from 
the  occuiTence  of  more  definite  attacks  of  illness,  the  nonnal 
progress  of  the  dentition  may  be  arrested  or  delayed  for  a time. 
Precocious  cutting  of  the  eaidy  teeth  is  often  followed  by 
delays  in  the  subsequent  ones. 

During  the  process  of  teething  the  infant  has  usually  a great 
increase  in  the  amount  of  the  saliva.  V arious  disturbances  of  the 


FORMULA  OF  THE  MILK  TEETH. 


Central  incbors,  about  the  7th  month. 

Lateral  incisors,  ,,  9th  ,, 

First  molars,  ,,  15th  ,, 

Canines,  ,,  18th  ,, 

Second  molars,  ,,  24th  ,, 
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health,  especially  diarrhoea,  cutaneous  eruptions,  and  convulsions, 
are  ascribed  by  the  public  to  this  process,  particularly  when  the 
dentition  is  delayed  or  irregular  in  its  course;  but  these  illnesses 
are  sometimes  due  to  disorders  j^roduced  by  the  use  of  ai’tificial 
food  which  is  very  often  begun  about  this  time;  or  they  may  be 
due  to  rickets  or  to  some  other  vice  in  the  constitution  of  the  iir- 
fant.  The  advance  of  the  teeth  is  characterised  at  times  by  great 
tenderness  over  the  gums ; in  other  cases  the  rubbing  or  squeezing 
of  the  gums  seems  to  afford  relief  or  satisfaction.  The  prominence 
of  the  gum  over  an  advancing  tooth  sometimes  give  a fallacious 
idea  of  its  nearness  to  the  surface.  Such  appearances  may  come 
and  go  more  than  once  before  the  tooth  comes  through.  We  can 
seldom  safely  predict  the  speedy  cutting  of  a tooth  unless  the 
sharp  edge  be  felt  under  the  gum.  Any  unusual  heat  of  the 
mouth,  any  increase  in  the  salivation,  and  any  little  ulcerations 
of  the  gums  should  be  noticed  in  connection  with  the  teething 
process. 

In  rickety  and  syphilitic  children  the  milk  teeth  often  rot 
away  or  drop  out  prematurely.  The  same  also  happens  oc- 
casionally in  others,  probably  from  gastric  disordei-s. 

The  Second  Dentition  begins  with  the  appearance  of  the 
first  permanent  molars,  and  this  precedes  the  shedding  of  the 
twenty  milk  teeth,  which  begin  then  to  fall  out  in  succession. 

FORMULA  OF  THE  PER3IANENT  TEETH. 


The  order  in  which  they  make  their  appearance  may  be  thus  stated  : — 


Anterior  molans, 
Central  incisors, 
Lateral  incisors, 
Anterior  bicuspids, 
Posterior  bicuspids. 
Canines, 

Second  molars, 
Third  molars. 


at  the  7th  year. 


,,  8th  , 
, , 9th  , 
„ 10th  , 
.,  11th  , 
» 12th  , 


,,  12th  to  14th  year, 
,,  18th  to  25th  ,, 
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The  eruption  of  the  permanent  teeth  seldom  gives  rise  to 
much  local  or  constitutional  distiu’bance,  except  in  the  case  of 
the  “ wisdom  teeth  considerable  pain  and  swelling  sometimes 
appear  in  connection  with  the  cutting  of  those  of  the  lower  jaw 
in  particular. 

The  shape  and  appearance  of  the  teeth  sometimes  afford  im- 
portant indications.  Transverse  gi-ooves  and  slight  pitting  on 
their  surface  are  supposed  by  some  to  indicate  a scrofulous 
constitution,  or  at  least  the  presence  of  previous  derangement  in 
the  health. 

The  notched  teeth  described  by  Hutchinson  afford  important 
evidence  of  congenital  syphilis.  They  often  coincide  with  .syphi- 
litic keratitis,  and  sometimes  with  nervous  deafness  and  other 
forms  of  the  inherited  disease.  The  deformity  affects  the  upper 
central  incisors  most  frequently  and  most  distinctly,  although 
the  other  incisors  and  the  canines  may  also  be  affected.  The 
upper  central  incisors,  in  a 
typical  case,  ai’e  dwai’fed  both 
in  their  length  and  breadth- 
the  ati’ophy  affects  the  middle 
lobe,  giving  rise  to  a central 
notch  at  its  edge ; sometimes 
from  tliis  notch  there  may  be 
traced  a shallow  groove  both 
before  and  behind.  These  changes  are  not  always  present  in 
hereditary  syphilis ; they  are  only  of  value  as  signs  in  the  case 
of  the  permanent  teeth.  After  a time  the  depth  of  the  notch 
may  be  lessened  through  the  wearing  down  of  the  edge,  but  the 
deformity  can  usually  be  detected  even  then.  (See  Fig.  39). 

Canes  of  the  teeth  occurs  from  causes  not  fully  known,  but 
the  lingering  of  acescent  fluids  about  the  teeth,  arising  from  the 
decomposition  of  particles  of  food  in  the  mouth,  seems  to  favour 
this  destruction.  Caries  is  frequent  in  cases  of  chronic  dyspepsia. 
This  affection  of  the  teeth  sometimes  accounts  for  the  fcetor  of 
the  breath  which  may  be  noticed ; this  might  be  erroneously 
ascribed  to  something  else.  The  condition  of  the  teeth,  likewise, 


Fig.  39.— Notched  Teeth— Malforma- 
tion of  permanent  teeth  found  in  hered- 
itary syphilis.  (Mr.  Jonathan  Hutcliin- 
son.) 
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has  important  bearings  on  the  diagnosis  of  facial  neuralgia, 
pains  in  the  ears,  affections  of  the  eyes,  &c. ; the  pain  sometimes 
radiates  from  the  teeth,  not  only  all  over  the  face,  but  even 
down  to  the  neck.  For  a projjer  examination  of  the  teeth  in 
this  respect  the  assistance  of  the  dentist  is  often  very  desirable, 
but  in  the  absence  of  this  we  may  learn  something  from  detect- 
ing some  special  tooth,  obviously  rotten,  or  with  an  exposed 
pulp,  which  gives  rise  to  sharp  pain  on  pressing  it  or  probing  it. 
In  a diffused  facial  neuralgia,  from  any  cause,  the  teeth  also  may 
participate  in  the  general  suffering,  so  that  we  must  search  for 
a local  and  specialised  tenderness  of  one  or  two  teeth  in  particu- 
lar. Neuralgia  seems  sometimes  to  be  set  up  by  the  extraction 
of  a tooth, — the  pain  being  recognised  by  the  patient  as  different 
from  that  of  the  previous  caries. 

The  rottenness  or  the  absence  of  the  teeth  may  throw  im- 
portant light  on  dyspeptic  disorders,  or  even  on  the  imperfect 
nutrition  of  a patient.  Defects  in  the  teeth  may  prevent  the  due 
trituration  of  the  food  necessary  for  its  proper  digestion. 

Falling  out  of  the  teeth  occurs  in  connection  with  mercurial 
salivation,  and  also  in  connection  with  scurvy.  The  earliest 
signs  of  these  appear,  however,  in  the  gums.  The  teeth  also 
fall  out  in  certain  cases  of  destructive  ulceration  involving  the 
gums  (noma).  The  milk  teeth  often  rot  and  fall  out  prematurely 
in  rickets  and  syphilis. 

Grinding  the  teeth  is  almost  habitual  in  certain  children,  and 
it  I’eadily  occurs  in  others  when  the  stomach  and  digestion  are 
out  of  order.  Its  presence,  therefoi'e,  is  not  to  be  ascribed  at 
once  to  the  irritation  of  worms,  although  this  is  a prevalent 
popular  opinion.  No  doubt,  however,  it  is  frequently  present 
in  such  cases.  In  small-pox  and  some  other  febrile  diseases  in 
childhood  grinding  of  the  teeth  is  an  unfavourable  indication. 
Although  commonest  in  childhood  this  symptom  is  not  unknown 
in  adults. 

The  Gums  are  often  spongy  and  their  edges  ragged  and 
irregular  in  those  whose  teeth  are  bad  and  neglected,  and 
when  the  tartar  is  very  abundant.  When  these  causes  of 
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ij-ritation  exist  the  indications  from  the  gums  are  not  so 
valuable. 

Swelling  of  the  gums,  with  slight  tenderness,  constitutes  one 
of  the  earliest  indications  of  the  action  of  mercury.  The  special 
fojtor  of  the  breath  due  to  mercury  and  the  occurrence  of  saliva- 
tion usually  appear  also.  This  influence  is  produced  whatever 
may  be  the  way  in  which  the  metal  enters  the  system.  Some 
other  metallic  poisons  cause  something  of  the  same  kind,  but 
in  a much  less  degi’ee. 

The  blue  or  blackish  line  on  the  gums,  just  above  the  teeth,, 
affords,  when  it  is  pronounced,  a valuable  indication  of  lead 
poisoning.  When  it  is  present  we  must  inquire  for  the  history 
of  colic,  and  ascertain  if  any  exposure  to  the  deleterious  influence 
of  lead  has  arisen  in  connection  with  the  water-supply  or  the 
occupation  of  the  patient. 

A red  line  on  the  gums  is  regarded  by  some  as  an  indication 
of  a phthisical  constitution : although  often  present,  no  great 
reliance  can  be  placed  on  its  indications. 

Very  spongy  gums,  Avith  submucous  hiemorrhages,  are  common 
in  scurvy ; bleeding  readily  arises  from  slight  in-itation  of  the 
parts ; and  foetor  of  the  breath  is  also  usually  present.  Slight 
forms  of  scurvy  are  not  uncommon  among  labourers  Avho  carry 
their  food  to  their  Avork,  and  live  on  tea,  bread  and  bacon,  Ac, 
Subcutaneous  haemorrhages,  Ac.,  must  be  looked  for.  Pmqnira 
likewise  aflfects  the  gums  in  a way  somewhat  similar  to  scuiwy, 
and  hiemoirhages  sometimes  arise  fx’om  them  : these  may  proA'e 
serious  from  their  persistence  and  the  difficulty  of  stopping  the 
bleeding. 

Inflammation  of  the  gums  may  form  part  of  a general  affec- 
tion of  the  mouth,  ah-eady  described  (vesicular,  ulcerative,  and 
gangrenous  stomatitis ; see  p.  320).  The  local  inflammation 
and  swelling  knoAvn  as  “gum-boil”  arises  from  inflammation 
around  the  root  of  the  tooth  affected  (Periodontitis)  : the  tooth 
is  often  felt  to  be  tender,  and  sometimes  to  be  ele\’ated,  as  it  Avere, 
from  the  socket.  The  local  disturbance,  as  manifested  by  SAvel- 
ling,  and  the  general  reaction  are  often  extreme  : when  by  acci- 
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dent  the  swelling  is  not  considerable  the  first  indication  of  the 
cause  of  the  violeiit  symptoms  may  be  the  appearance  of  pus  by 
the  side  of  the  tooth.  With  inflammation  of  the  gum  from  any 
cause  more  or  less  salivation  is  frecpient. 

The  presence  of  sordes  on  the  gums  and  teeth,  of  the  white 
patches  of  muguet,  and  the  discolouration  of  Addison’s  disease, 
have  been  noticed  elsewhere  (see  pp.  319  and  105).  Pallor  of 
the  gums  affords  a valuable  indication  of  anaemia. 
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CHAPTER  XII. 

JAUNDICE  AND  DROPSY.^ 

T T is  convenient  to  considei*  these  affections  together,  as  they 
-L  are  frequently  due  to  disease  of  the  liver,  and  it  is  not 
uncommon  to  find  them  both  in  the  same  patient.  But  it  must 
be  remembered  that  dropsy  is  frequently  due  to  other  diseases 
which  have  no  connection  with  jaundice  or  with  any  form  of 
hepatic  disease. 


JAUNDICE. 

When  jaundice  is  well  marked  there  can  be  no  mistake  about 
its  presence.  The  yellowness  of  the  skin  and  ocular  conjunc- 
tiva, and  the  discolouration  of  the  urine  Avith  bile,  present  a 
striking  and  easily  recognised  group  of  symptoms.  Discolour- 
ation of  the  skin,  someAvhat  resembling  jaundice,  is  found  in 
certain  cases  of  anajmia,  in  chlorosis,  in  Addison’s  disease,  and 
in  the  chloasma  associated  Avith  fibroid  tumours  and  other 
disorders  of  the  Avomb.  Exposure  to  the  sun  and  Aveather 

1 The  works  of  Jlurchison  and  Frerichs  are  of  great  value  in  the  study  of 
the  affections  dealt  with  in  this  chapter. 

The  subject  must  be  considered  also  in  connection  with  the  section  on 
the  Pliysical  Examination  of  the  Abdomen,  Chaj^ter  xvi.,  Part  3,  and  the 
works  referred  to  there,  including  treatises  on  Ovarian  Disease  by  Spencer 
WeUs,  kc. 

The  books  referred  to  in  Chapter  .\iii.  on  urinary  and  renal  diseases  must 
likewise  be  consulted  ; and  works  on  diseases  of  children  are  of  special  im- 
portance in  connection  with  infantile  jaundice,  tabes  mesenterica,  and  cer- 
tain forms  of  dropsy  affecting  the  young. 
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may  produce  in  certain  complexions  a tinge  resembling  jaundice, 
and  the  serious  disturbances  of  the  general  health  induced  by 
intermittent  fevers,  by  the  presence  of  malignant  disease,  and 
hy  syphilis,  all  i*eserable,  at  times,  the  cutaneous  discolouration 
of  jaundice.  All  these  may  usually  be  seen  to  differ  from  the 
jaundice  tint  on  a critical  examination  and  in  nearly  all  these 
affections  the  whiteness  of  the  conjunctivse,  which  often  indeed 
shine  out  with  a pearly  brightness,  removes  the  cases  at  once 
from  this  category.  The  conjunctiva,  however,  sometimes  pre- 
sents a dingy  yellow  colour,  apart  from  jaundice,  this  being  due 
to  the  presence  of  yellow  subconjunctival  fat,  and  this  compli- 
•cation  presents  a serious  difficulty  in  determining  the  presence 
■or  absence  of  a slight  discolouration;  but  when  the  colour  is  due 
to  this  cause  it  is  usually  more  localised  to  special  parts,  and 
mot  so  evenly  diffused  as  in  jaundice. 

The  urine  comes  to  our  aid  in  such  doubtful  cases,  for  it  very 
readily  assumes  the  jaundiced  colour.  The  method  of  testing 
Tor  bile  pigment  is  described  in  the  section  on  urinary  examina- 
tions (see  Chapter  xiii.).  No  great  reliance  can  be  placed  on 
the  reports  of  patients  regarding  bile  in  the  urine,  as  they  often 
mistake  bloody  or  concentrated  urine  for  bilious  discolouration, 
mnd  the  internal  use  of  santonin  or  rhubarb  may  produce  a 
•certain  resemblance  to  bilious  urine.  The  urine  shows  the  pre- 
.sence  of  jaundice  earlier  than  anything  else,  but  it  likewise  ceases 
the  soonest  to  be  affected,  if  the  attack  be  passing  off,  so  that  the 
urine  may  be  free  although  the  conjunctivss  I’emain  really 
tinged.  By  watching  the  skin,  the  conjunctivse,  and  the  urine, 
in  different  stages  of  the  suspected  jaundice,  we  are  seldom  left 
in  much  doubt.  The  urine  in  jaundice  is  often  turbid  from 
mucus  : it  seldom  contains  albumen,  but  usually  deposits  tube- 
casts. 

The  appearance  of  the  stools  renders  much  assistance  in  the 
•study  of  jaundice,  for  while  everything  else  is  discoloured,  the 
motions  are  often  free  from  bile,  presenting  a paler  appearance 
than  natural.  This  is  often  best  described  by  the  word 
■“  clayey.”  But  we  may  also  have  marked  jaundice  with  much 
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bile  in  the  faeces.  The  pale  colour  of  the  faeces  may  thus  in 
doubtful  cases  assist  the  diagnosis  of  jaundice,  but  their  bilious 
colour  does  not  count  for  much  as  negativing  jaundice.  The 
motions  in  jaundice  are  usually  costive,  and  if  long  retained  in 
the  bowel,  the  faeces  are  often  highly  oflensive,  from  decomposi- 
tion going  on  within.  The  bile  acts  normally  both  as  a purga- 
tive and  an  antisejitic. 

Obstructive  and  Non-obstructive  Jaundice. — The  pre- 
sence or  absence  of  bile  in  the  motions  affords  an  important  aid 
in  classifying  the  cases  according  as  they  are,  or  are  not,  due  to 
obstruction  of  the  common  bile-duct.  If  there  be  any  such 
obstruction,  the  motions  are  pale  in  proportion  to  the  depth  of 
the  jaundice  ; and  we  find  that  in  cases  due  to  obsti’uction  the 
jaundice  is  much  deeper  than  where  no  obstruction  exists. 

The  obstruction  may  be  due  to  something  within  the  duct 
itself, — thickened  walls  or  excess  of  mucus  give  rise  to  the  foi’m 
called  “ catarrhal,”  or  gall-stones  may  block  up  the  channel,  or 
the  ducts  themselves  may  be  the  seat  of  a cancerous  growth. 
Ulcers,  cicatrices,  foreign  bodies,  and  even  wdl-ms  have  been 
known  to  interfere  with  the  opening  of  the  duct  into  the  duo- 
denum, and  catarrh  or  inflammation  of  the  duodenum  may  like- 
wise do  so.  But  the  obstniction  may  be  due  to  pressure  from 
without,  by  a tumour  (usually  malignant)  in  the  pancreas  or 
duodenum;  or  by  waxy  or  cancerous  glands  at  the  fissure  of  the 
liver ; or,  a tumour  connected  with  the  liver  itself  may,  from  its 
position,  compress  the  duct,  as  in  the  case  of  a cancerous  nodule, 
an  abscess,  an  aneurism,  or  a hydatid  cyst ; or  again  an  exuda- 
tion of  lymph  (perihepatitis)  may  by  its  contraction  constinct 
the  duct.  Abdominal  tumours  connected  with  the  kidney, 
ovaries,  <kc.,  may  compress  the  bile-duct  and  give  rise  to  jaundice. 
The  pregnant  uterus,  or  faecal  accumulations  in  the  bowels  may 
likewise  do  so ; and  hardened  scybala  have  been  mistaken  for 
cancerous  nodules  in  cases  of  jaundice  due  to  such  a cause. 

In  discriminating  these  causes  we  have  regard  to  the  size  and 
form  of  the  liver,  the  presence  and  character  of  the  pain  (if  any), 
and  the  special  symptoms  of  the  various  affections  named,  in 
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theii*  relation  to  the  date  of  the  a])pearance  of  the  jaundice.  In 
cancer  the  liver  is  usually  enlarged,  often  nodular,  more  or  less 
painful,  and  tender  to  the  touch.  The  occurrence  of  jaundice 
is  due  to  the  accidental  position,  as  it  were,  of  the  cancerous 
mass,  and  so  it  may  be  an  eaidy  or  a late  symptom,  and  indeed 
is  often  absent  in  hepatic  cancer.  Malignant  disease  elsewhere 
is,  of  course,  a strong  pi-esumption  in  favour  of  the  cancerous 
origin  of  jaundice.  The  persistence  or  variability  of  the  jaun- 
dice is  important;  cancerous  jaundice  never  disappears  after  it 
is  established ; the  history  of  previous  attacks  of  jaundice,  there- 
fore, which  have  passed  off,  predisposes  one  in  favour  of  a less 
serious  view  of  the  case ; but  we  must  remember  that  in  rare 
cases  the  previous  attacks  may  have  been  of  quite  a diffei'ent 
nature  from  the  existing  jaundice, — thus  gall-stones  and  cancer 
may  exist  in  the  same  case.  The  concurrence  of  intense  jaun- 
dice and  pale  stools  with  abdominal  dropsy  may  be  regarded  as 
pointing  to  the  obstruction  of  the  duct  and  of  the  portal  vein  by 
the  same  cause,  which  in  that  case  must  be  something  outside 
of  both,  usually  a cancerous  mass.  Slight  jaundice  may  exist 
along  with  dropsy  due  to  cirrhosis  or  to  congestion  of  the  liver; 
the  jaundice  in  such  cases  is  not  only  usually  slight,  but  bile  is 
not  absent  from  the  stools,  unless,  indeed,  there  be  a complication 
from  catarrh  of  the  ducts  giving  rise  to  obstruction.  Pain  is  an 
important  symptom  in  the  study  of  jaundice.  Pain  is  usually, 
but  not  always,  more  or  less  present  in  cancer;  even  in  catarrhal 
jaundice,  with  perhaps  some  congestion  of  the  liver,  there  is 
some  pain  and  discomfort  in  the  hepatic  region.  In  the  pas- 
sage of  gall-stones  the  pain  reaches  a maximum;  it  is  very 
violent,  paroxysmal,  and  often  associated  with  great  sickness. 
Such  paroxysms  of  pain  may  occur  several  times  during  the 
attack  of  jaundice,  as  well  as  for  a day  or  two  before  it  appears. 
Occasionally  the  jaundice  is  pei-manent,  the  gall-stone  being 
permanently  impacted  in  the  common  bile-duct;  but  attacks  of 
pain  and  of  jaundice  from  gall-stones  are  apt  to  be  repeated 
after  an  interval  of  months  or  years.  (It  is  possible  to  have 
an  attack  of  biliary  colic  without  jaundice,  from  the  gall-stone 
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escaping  quickly,  or  from  its  only  affecting  the  cystic  duct.) 
The  detection  of  gall-stones  in  the  motions  settles  the  diagnosis. 
In  doubtful  cases,  where  there  is  a suspicion  of  cancer,  these 
must  he  carefully  sought  for.  Although  dried  gall-stones 
float  in  water,  they  do  not  come  to  the  surface  on  adding  water 
to  the  fieces  and  breaking  up  the  solid  masses.  To  detect  them 
we  must  pass  all  the  motions  through  some  form  of  sieve,  or 
through  a muslin  filter  after  pounding  them  sufliciently  with 
a stick,  and  the  offensiveness  of  the  process  may  be  lessened 
by  adding  previously  some  disinfectant,  such  as  Burnett’s  or 
Condy’s  fluid.  If  thei-e  is  any  doubt  as  to  the  object  found 
being  a gall-stone,  a portion  of  it  may  be  pounded  and  dis- 
solved in  sulphuric  ether  or  boiling  alcohol,  from  which  crystals 
of  cholesterine  are  deposited.  (See  Fig.  43,  p.  3G7.) 

Rigors  occun’ing  in  jaundice  point  to  distension  of  the  bile- 
ducts  from  the  obstruction  of  gall-stones  ^ or  to  the  presence  of 
abscess  of  the  liver  •,  or  perhaps  to  the  existence  of  pyaemia,  of 
which  the  jaundice  may  be  a symptom.  Haemorrhages  from 
the  stomach  and  bowels,  and  subcutaneous  blotches  occur  in  old 
and  severe  forms  of  jaundice,  and  ax’e  due  probably  to  deteriora- 
tion of  the  blood  in  cases  of  obstruction,  or  to  blood-poisoning 
or  portal  obstruction,  in  those  serious  cases  where  there  is  no 
obstruction  of  the  ducts  in  any  form.  Haemorrhages  from  the 
umbilicus  occur  in  some  serious  forms  of  infantile  jaundice 
(see  25.  354).  In  addition  to  the  symptoms  already  noticed, 
itchiness  of  the  skin,  yellow  vision,  cutaneous  ei*u25tions,  slow- 
ness of  2)ulse,  a lowered  temperature  and  impaired  nuti’ition,  are 
occasionally  very  noticeable.  Sometimes  jaundice  a2)2iears 
without  anything  else  to  attract  attention,  not  even  squeamish- 
ness or  impaired  ap25etite.  Popularly,  jaundice  is  often  ascribed 
to  a feeling  of  disgust  produced  by  disagreeable  sights  and 
smells,  but  probably  the  incipient  jaundice  really  makes  the 
2)erson  more  squeamish  than  usual  in  such  cases. 

Cases  of  jaundice  loithout  obstruction  of  the  ducts  may  be  due 
to  various  poisonous  agencies,  animal,  vegetable,  and  mineral,  • 
including  under  this  name  certain  S2iecific  fevers  (relapsing 
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fever,  typhus,  pysemia,  phosphorus,  copper,  chloroform,  ether, 
&c.).  Acute  atrophy  of  the  liver,  yellow  fever,  and  epidemic 
jaundice  may  also  perhaps  be  properly  classified  under  this 
heading.  Mental  and  nervous  disturbances  sometimes  produce 
jaundice : active  or  passive  congestion  of  the  liver,  deficient  oxi- 
dation of  the  blood,  chronic  atrophy  of  the  liver,  and  imperfect 
elimination  of  bile  from  protracted  constipation,  may  all,  like- 
wise, give  rise  to  non-obstructive  jaundice.  The  enumeration 
of  these  causes  may  serve  to  direct  our  inquiry  in  studying 
cases  of  this  variety  of  jaundice : these  are  often  very  puz- 
zling, and  when  associated  with  cerebral  symptoms  very 
alarming.  The  test  of  detecting  the  biliary  acids  in  the 
urine  has  been  proposed  as  an  assistance  in  the  study  of  these 
cases,  but  hitherto  without  much  success.  (See  Urine,  Biliary 
Acids,  p.  414.) 

In  acute  atrophy  of  the  liver  the  jaundice  is  not  very  intense, 
but  it  is  persistent;  there  are  febrile  and  nervous  symptoms; 
the  hepatic  dulness  can  usually  be  made  out  to  be  small,  but 
the  liver  is  not  always  reduced  in  bulk  in  this  affection : crys- 
tals of  tyrosine  may  sometimes  be  found  in  the  urine  after 
evaporation.  This  disease  is  specially  apt  to  attack  women  and 
to  be  associated  with  the  puerperal  state. 

In  infancy  we  have  often  a spurious  jaundice  due  to  mere 
discoloui’ation  of  the  skin,  for  a few  days  after  birth,  without 
any  affection  of  the  conj  unctivse.  A true  jaundice  occurs 
not  unfrequently  from  catarrh  of  the  ducts,  and  sometimes  from 
imperfect  oxidation  of  the  blood,  especially  in  the  unfavourable 
surroundings  of  a badly  ventilated  lying-in  hospital.  A vei’y 
serious  form  of  jaundice  occurs  in  infancy  associated  with  an 
unhealthy  state  of  the  umbilicus  (phlebitis,  peritonitis,  pyaemia), 
and  occasionally  with  congenital  defect  of  the  bile-ducts : this 
malformation,  although  rare,  has  been  known  to  occur  in  several 
members  of  the  same  family,  and  has  been  supposed  to  be  possi- 
bly due  to  intra-uterine  syphilitic  perihepatitis : this  defect  is 
sometimes  associated  with  fatal  haemorrhages  from  the  umbilicus 
and  other  parts ; the  jaundice  appears  within  a few  days  of 
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birth  and,  even  if  otherwise  uncomplicated,  leads  to  atrophy  and 
death  within  a few  months. 


DROPSY. 

Dropsy  must  be  studied  in  respect  of  its  severity,  its  extent  and 
localisation,  the  mode  of  its  onset,  and  the  evidence,  if  any,  of 
other  co-existing  diseases,  especially  of  disease  of  the  heart, 
livei,  kidneys,  spleen,  and  ovaries,  or  of  other  swellings  or 
tumours  in  the  abdomen  or  chest. 

Anasarca  and  (Edema. — When  general  dropsy  of  the  whole 
body  (general  anasarca)  appears  somewhat  suddenly,  the  com- 
mon cause  is  renal  disease  (nephritis).  In  such  cases,  if  the 
attack  be  not  too  sudden,  the  swelling  is  usually  first  noticed  in 
the  face  in  the  morning,  the  patient  feeling  his  eyelids  stiff  and 
heavy,  and  his  friends  noticing  a degree  of  pufiiness  in  the 
cheeks  and  around  the  orbits  : this  often  disappears  after  mov- 
ing about  for  a time,  the  swelling  appearing  in  the  feet  and 
ankles  at  night : this  in  its  turn  disappears  with  rest  in  the 
horizontal  posture, — the  fluid  gi’avitating  accoi*ding  to  the  posi- 
tion of  the  patient.  To  detect  mdema  in  the  subcutaneous 
cellular  tissue  we  pi'ess  fix’mly  and  steadily  with  the  point  of 
the  finger  and  observe  if  a “ pitting  ” or  depression  remains. 
We  select,  in  slight  cases,  some  part  with  the  resistant  bone  be- 
neath to  bring  out  this  pitting  more  easily.  In  extreme  dro])sy 
the  loose  areolar  tissue  of  the  eyelids,  penis,  and  scrotum 
become  specially  distended.  The  testing  of  the  urine  usually 
shows  such  a case  to  be  one  of  renal  origin  • pain  in  the  loins, 
vomiting,  and  more  or  less  shivering  are  common  in  acute  cases. 
Severe  renal  dropsy  has  been  known  to  exist  without  albumin- 
uria, but  this  is  rare  j the  previous  history  of  scarlet  fever,  <tc., 
often  assists  the  diagnosis. 

(Edema  of  the  feet,  and  even  of  the  face,  closely  resembling 
renal  dropsy,  is  found  at  times  to  be  due  to  anaemia,  the  altered 
condition  of  the  blood  predisposing  to  these  exudations.  The 
urine  should  be  carefully  tested  more  than  once  in  such  cases 
before  deciding  on  the  absence  of  renal  disease,  as  albumen  is 
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temporarily  absent  from  the  urine  in  certain  cases,  esjjecially 
before  breakfast.  The  bistoiy  of  fevei’,  floodings,  and  other  dis- 
orders of  the  menstruation,  or  of  i^revious  debilitating  diseases, 
usually  supplies  an  intelligible  cause  of  this  aiiEcmia. 

(Edema  beginning  at  the  feet,  and  gradually  invading  the 
legs,  but  keeping  stiictly  to  the  lower  limbs,  or  at  least  to  the 
lower  part  of  the  body,  is  usually  due  to  some  mechanical 
impediment  to  the  circulation  either  in  the  limbs,  in  the 
abdominal  vessels,  or  in  the  heart  itself.  Varicose  veins, 
thrombi,  aneurisms,  tumours,  or  anything,  such  as  a bandage, 
pressing  on  the  veins  of  the  limb,  tumours  in  the  pelvis, 
abdominal  tumours  generally  (including  pi'egnancy),  glandular 
enlai’gements  (scrofulous  or  malignant)  in  the  neighbourhood  of 
the  vena  cava,  and  similar  obstructions,  may  all  act  in  this  way. 
Nearly  all  the  forms  of  cardiac  disease  lead  to  some  impedi- 
ment to  the  circulation,  so  that,  sooner  or  later,  oedema  of  the 
feet  is  apt  to  appear  (valvular  disease,  enlarged,  weak,  and  fatty 
heart).  When  such  dropsy  works  its  way  up  to  the  abdomen, 
the  increasing  iDressure  on  the  renal  veins  is  apt  to  set  up  conges- 
tion of  the  kidneys,  and  this  complication  may  cause  the  dropsy 
to  assume  the  character  of  general  anasarca.  Allied  to  this 
oedema  from  mechanical  impediment  or  feeble  circulation,  is  the 
swelling  of  the  feet  so  often  seen  in  old  people,  and  in  many 
exhausting  diseases  especially  before  death.  Chronic  renal  dis- 
ease, however,  may  also  give  rise  to  dropsy  completely  limited 
to  the  lower  limbs. 

(Edema  of  the  wp'per  part  of  the  body  may  be  but  part  of  a 
general  dropsy,  specially  a^ipearing  in  the  dependent  parts  of 
the  trunk,  or  in  either  arm,  according  to  the  accident  of  posi- 
tion : cai’eful  observation  and  inquiiy  as  to  the  posture  of  the 
patient  immediately  jn-ior  to  our  visit  usually  explain  the 
variations  m such  cases.  CEdema  limited  to  the  chest,  arms, 
neck,  or  face,  points  to  some  mechanical  obstruction  to  the 
circulation  within  the  chest,  giving  rise  probably  to  pressure  on 
the  veins.  Tumours  in  the  mediastinum,  especially  aneurisms, 
cancers,  and  glandular  swellings  (lymphadenoma),  must  be 
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remembered  in  this  connection;  the  discrimination  of  these 
must  be  sought  for  by  physical  signs  and  other  symptoms. 

A form  of  cedema  in  young  children,  affecting  chiefly  tloe 
dorsum  of  the  hands  and  feet,  but  occiisionally  extending  to  the 
legs  also,  differs  from  that  usually  seen  in  adults  in  that  it  does 
not  pit  on  pressure ; the  swelling  is  firm  and  the  skin  drawn 
tightly  over  it.  This  condition  is  met  with  in  various  wasting 
diseases,  chiefly  chronic  diarrhoea,  and  in  connection  with  carpo- 
pedal spasms  : it  always  serves  to  indicate  a serious  derangement 
of  the  strength,  but  is  not  necessarily  of  fatal  import : it  is 
seldom  or  never  associated  with  albuminuria,  and  seems  to 
belong  rather  to  the  class  of  amemic  dropsies.  Allied  to  this 
state  is  the  condition  described  by  Underwood  as  “Hide  bound,” 
and  by  the  French  writers  as  Scler^mef  or  “Induration  of 
the  cellular  tissue.” 

Abdomixal  Dropsy  is  of  three  kinds : fluid  in  the  cellular 
tissue  of  the  abdominal  walls;  fluid  within  the  peritoneal 
cavity ; fluid  within  some  cyst  in  the  abdomen,  usually  of  the 
ovary,  but  occasionally  of  the  kidney,  liver,  or  other  parts. 

(Edema  of  the  abdominal  parietes  is  sometimes  so  considerable 
as  to  suggest  the  presence  of  fluid  in  the  peritoneum,  with 
which  indeed  it  may  be  associated.  It  may  be  due  to  the 
causes  producing  general  dropsy,  as  already  detailed,  but  when 
it  seems  unduly  gi-eat  in  this  region  there  is  usually  some  local 
obstruction  to  the  return  of  blood  from  the  veins  of  this  region. 
This  oedema  is  discriminated  from  ascites  by  the  test  of  ‘pitting,’ 
and  in  applying  the  pressure  we  avail  ourselves  of  the  tissues 
over  the  ribs,  or  over  the  ilium  and  sacrum,  when  the  parietes 
in  front  yield  too  much  so  as  to  make  the  demonstration  diffi- 
cult. This  cedema  changes  somewhat  Avith  position,  but  not 
immediately,  as  in  the  case  of  free  fluid  in  the  peritoneum,  only 
after  the  lapse  of  some  time. 

Fluid  in  the  Peritoneum — Ascites — may  be  of  inflammatory 
origin  (peritonitis  with  effusion,  including  tubercular,  or  even 
cancerous  peritonitis),  or  it  may  be  purely  dropsical  in  its 
nature  (hydro-peritoneum).  In  the  former  case,  the  fluid  is 
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sometimes  pai’tially  retained  in  meshes  of  lymph,  or  hemmed  in 
by  adhesions,  so  that  it  does  not  move  freely  with  changes  in 
the  position  of  the  patient ; but  as  a rule,  all  cases  with  much 
fluid  in  the  peritoneum  answer  to  this  test,  and  the  level  of  the 
fluid,  seeking  tlie  most  dependent  parts,  can  be  marked  out  by 

percussion.  The  intestines,  imless 
bound  down  by  adhesions,  float  up 
towards  the  umbilicus  when  the 
patient  lies  on  his  back,  giving  a 
resonant  note  on  pei’cussion  there; 
but  if  the  fluid  accumulation  be 
gi-eat,  even  this  region  may  be  dull, 
only  a small  area  in  the  epigastrium 
yielding  a clear  sound.  In  the  flanks 
and  hypogastric  regions,  in  like 
manner,  the  percussion  note  is  dull 
when  the  patient  lies  on  the  back, 
as  these  regions  ai*e  then  the  lowest; 
but  if  this  level  be  marked  and  the 
patient  be  turned  quite  round,  first 
to  the  right  side  and  then  to  the 
left,  the  line  of  dulness  will  be 
found  to  change  completely  if  it  be  due  to  fluid  freely 
moveable  in  the  peritoneum — first  the  one  flank  and  then 
the  other  becoming  resonant,  and  the  dulness  shifting  at 
the  same  time  to  the  parts  formerly  clear.  Certain  difliculties 
beset  this  test.  Occasionally,  as  already  stated,  the  fluid 
and  the  bowels  may  be  hampered  in  their  movements,  and 
so  the  changes  may  be  less  definite.  Moreover,  when  the 
amount  of  fluid  is  small,  we  may  be  unable  to  distinguish  the 
dulness  in  the  flanks,  in  the  midst  of  the  resonance  from  the 
over-distension  of  the  intestines  with  gas,  which  is  so  common 
in  abdominal  dropsy.  OEdema  of  the  integuments  often  inter- 
poses an  insurmountable  barrier  to  the  detection  of  slight  ascites. 
Sometimes  by  pressing  away  the  oedema  from  a portion  of  the 
flank,  or  by  getting  the  patient  to  lie  for  a long  time  on  one 


Fig.  40.— The  shading  indicates 
the  position  of  the  Percussion-dul- 
iiess  in  a case  of  Ascites,  while  the 
patient  is  lying  on  the  back,  the 
fluid  falling  to  the  low  levels  in 
the  flanks,  and  the  umbilical 
region  remaining  clear. 
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side,  we  may  be  able  to  get  quit  of  this  complication  and 
ascertain  the  state  of  the  deeper  parts.  The  condition  of  the 
abdominal  viscei-a, — a loaded  colon,  an  enlarged  liver  or  spleen, 
the  pi-esence  of  a tumour,  of  the  gi-avid  uterus,  of  an  ovarian, 
an  omental,  or  some  other  cyst,  may  all  give  an  area  of  less  move- 
able  dulness,  and  impair  in  this  way  the  value  of  the  test  by 
change  of  posture : most  of  these  complications  usually  exist 
only,  or  chiefly,  on  one  side,  and  by  dipping  the  hand  down 
through  the  peritoneal  fluid  we  can  occasionally  ascertain  the 
presence  of  a tumour,  and  so  make  allowance  for  it. 

When  the  quantity  of  fluid  in  the  peritoneum  is  small  we 
can  sometimes  recognise  its  presence  best  by  placing  the  patient 
on  his  elbows  and  knees : the  umbilical  region,  quite  resonant 
during  examination  in  the  recumbent  posture,  may  then  be 
found  to  give  a dull  note  in  this  altered  position. 

Another  test  for  ascites  is  the  detection  of  fluctuation.  The 
flat  hand  is  placed  on  the  side  of  the  abdomen,  and  with  the 
fingei-s  of  the  other  a sharp  tap  is  directed  perpendicularly  to 
the  abdominal  walls  on  the  other  side,  when  a distinct  wave  is 
often  both  seen  and  felt.  This  sign  varies  much  in  distinctness 
in  different  cases.  It  is  scarcely  available  except  in  very  con- 
siderable dropsy.  When  the  umbilical  ring  is  protruded,  as  is 
usually  the  case  in  extreme  ascites,  this  fluctuation  is  often  well 
felt  by  placing  the  finger  there.  This  sign  of  fiuctuation  may 
be  obtained  in  the  various  forms  of  fluid  accumulation  in  the 
abdomen,  and  is  not  limited  to  ascites.  Moreover,  when  there 
is  great  flatulent  distension  of  the  intestines,  with  tense  abdom- 
inal walls,  a feeling  closely  resembling  fluctuation  is  sometimes 
communicated  by  the  air-filled  viscera,  without  the  presence  of 
any  fluid  at  all.  Of  course,  the  test  by  percussion  comes  here 
to  our  aid,  but  it  may  be  said  in  passing  that  if  the  bowel  be 
greatly  distended  with  air  it  may  give  a dull  note : this  happens 
occasionally  in  intestinal  strangulation.  A gi-eatly  distended 
bladder  sometimes  simulates  peritoneal  fluid,  so  that  it  is  often 
wise  to  empty  the  bladder  by  the  catheter  before  tapping  or 
deciding  finally  on  the  nature  of  the  fiuid  accumulation:  in  the 
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case  of  a woman,  a long  flexible  catheter  should  be  used,  as  a 
silver  female  catheter  might  not  pass  through  the  elongated 
neck  of  the  bladder.  The  mere  fact  of  a jjatient  having  recently 
passed  urine,  does  not  always  remove  the  necessity  of  using  the 
catheter  in  doubtful  cases. 

Cystic  Droy)sy  of  the  Ovaries  and  other  forms  of  cystic  disease 
often  resemble  ascites,  and  they  occasionally  exist  along  with  it. 
Ovarian  dropsy,  in  its  earlier  stages  at  least,  usually  affects  one 
side  more  than  the  other,  and  so  the  distension  is  not  alwaj'S 
symmetrical.  It  leaves,  as  a rule,  one  or  both  of  the  flanks 

clear  on  percussion,  and  gives  a 
dull  note  in  front,  difiering  thus 
from  the  disposition  of  the  dulness 
in  ascites.  The  umbilical  ring  is 
seldom  protruded,  unless  there  be 
coincident  ascites.  The  effect  of 
change  of  position  is  scarcely  appre- 
ciable in  ovarian  dropsy,  or  at  least 
it  is  much  less  than  in  ascites. 
Percussion  of  the  lumbar  regions, 
while  the  joatient  rests  on  her  arms 
and  knees,  sometimes  assists  the 
diagnosis  by  revealing  dulness  over 
the  diseased  ovary. 

Other  cystic  diseases  are  discrimi- 
nated from  ascites  in  a manner 
similar  to  that  mentioned  in  connec- 
tion with  ovarian  dropsy, — chiefly 
by  theii*  position  and  by  the  fluid 
not  Deing  freely  moveable.  Dilated  kidney  (hydronephrosis), 
cystic  disease  of  the  kidney,  and  parasitic  cysts  (hydatids)  of 
the  various  abdominal  organs,  including  the  omentum,  are  the 
chief  forms  of  encysted  accumulation  in  the  abdomen.  Occa- 
sionally very  soft  cancers  simulate  abdominal  dropsy,  and 
colloid  material  by  its  escape  into  the  abdominal  cavity  some- 
times gives  rise  to  a semifluid  accumulation  there. 


Fig.  41. — Position  of  an  Ovarian 
tumour  of  the  right  side,  in  vari- 
ous stages  of  enlargement.  The 
shading  indicates  the  Percussion- 
dulness  in  Ovarian  Dropsy  of  mo- 
derate extent:  the  umbilical  region 
is  dull,  from  the  presence  of  fluid, 
and  the  flanks  remain  clear.  The 
outer  circle  shows  a further  extent 
to  which  the  dulness  may  reach 
in  ovarian  dropsy.  (After  Bright.) 
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Causes  of  Ascites. — When  existing  alone,  or  out  of  pro- 
poi*tion  to  the  dropsy  elsewhere,  ascites  may  depend  on 
inflammatory  exudations  from  the  peritoneum,  or  on  mechanical 
obstruction  to  the  mesenteric  or  portal  veins.  (When  associated 
with  general  dropsy,  ascites  may  simply  form  a part  of  a more 
"eneral  affection  ; an  examination  of  the  heart  and  of  the  urine 
will  assist  the  diagnosis.) 

1.  Peritonitis  with  considerable  effusion  is  almost  always 
chronic  or  sub-acute.  The  tenderness  which  we  are  in  the 
habit  of  looking  for  in  inflammation  of  the  peritoneum,  is  often 
very  slight,  or  indeed  absent,  esjiecially  if  there  be  much 
effusion ; these  cases  are  usually  due  to  tubercular  or,  more 
rarely,  cancerous  affections  of  the  peritoneum : in  the  latter, 
the  exudations  may  be  due  in  part  to  the  compression  of  veins 
by  the  cancei’ous  nodules,  and  in  part  to  the  inflammation  set 
up : this  inflammatory  element  may  account  for  the  subsidence 
of  a dropsy  in  obviously  malignant  affections.  By  applying  the 
hand  over  the  abdomen  in  the  umbilical  region,  and  by  wriggling 
it  about  in  various  directions  and  with  varying  pressure,  we 
can,  at  times,  perceive  a crackling  sensation,  from  the  rubbing 
together  of  rough  surflxces,  or  from  the  presence  of  fluid  in  the 
meshes  of  lymph  : a similar  sense  of  friction  may  be  conveyed 
to  the  hand  or  the  ear  during  a prolonged  act  of  insjiii-ation  : 
care  must  be  taken  not  to  confound  this  sensation  with  the  little 
noises  within  the  intestines  themselves.  When  such  friction 
can  be  made  out  in  a case,  it  points  clearly  to  inflammatory 
mischief.  Occasionally  peritoneal  friction  can  be  felt  or  heard 
over  the  liver,  and  is  developed  in  cases  of  abdominal  dropsy, 
especially  in  the  terminal  stages  of  renal  disease. 

As  chronic  peritonitis,  with  eflfusion,  is  usually  tubercular, 
considerable  assistance  may  often  be  derived  from  a considera- 
tion of  the  age,  family  histoiy,  and  general  aspect  of  the  jxatient, 
from  the  presence  of  evening  pyrexia,  and  from  the  concurrence 
of  other  symptoms  and  signs  of  tubercular  disease — tabes 
mesenterica,  ulceration  of  the  bowel,  pulmonary  phthisis,  &c. 
Cancer  is  usually  associated  with  but  little  distui’bance  of  the 
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temperature,  but  rapidly  developed  cancer  of  the  peritoneum 
may  run  a febrile  course. 

2.  Tabes  mesenterica  is  a cause  of  ascites  in  children  which 
must  never  be  forgotten ; but  it  is  not  so  common  as  is  ofteii 
supposed  tubercular  peritonitis  often  resembles  this  form  of 
disease,  and  the  large  belly  of  rickets  is  even  at  times  con- 
founded with  this  formidable  disease.  Tabes  mesenterica  is 
rare  under  four  or  hve  years  of  age.  The  dropsy  in  tabes  is 
usually  purely  abdominal ; any  other,  if  present,  can  generally 
be  made  out  to  be  quite  secondary : the  distension  of  the 
abdominal  veins  is  an  important  sign  of  this  form  of 
dropsy  in  the  young,  but  somewhat  similar  distension  is  seen 
in  malignant  growths  in  the  abdomen,  as  these  likewise  obstruct 
the  venous  circulation.  Occasionally  a mass  of  large  mesenteric 
glands  can  be  felt  through  the  abdominal  walls.  The  general 
symptoms  of  wasting  disease,  and  the  occurrence  of  evening 
elevations  of  the  temperature,  the  presence  of  pulmonaiy 
phthisis,  the  existence  of  abdominal  pains,  of  capricious  appetite, 
of  occasional  disturbance  of  the  bowels,  and  the  history  of  any 
tendency  to  tubercular  disease  in  the  family,  must  all  be  care- 
fully considered  in  doubtful  cases. 

3.  Portal  obstruction. — Disease  of  the  liver  causes  ascites 
from  its  affecting  the  portal  vein,  either  in  its  main  trunk  or 
in  its  ramifications  in  the  hepatic  structure.  Various  diseases 
of  the  liver,  as  well  as  other  affections  in  its  neighbourhood, 
may  thus  give  rise  to  ascites ; indeed,  anything  which  obstructs 
the  portal  circulation  tends  to  give  rise  to  abdominal  dropsy. 
The  two  common  affections  of  the  liver  thus  associated  with 
dropsy  are  cirrhosis  or  atro]:>hy  of  the  liver,  and  cancer.  The 
former,  when  extensive,  leads  to  the  obliteration  of  so  many 
minute  branches  of  the  portal  vein,  that  it  can  scarcely  fail  to 
give  rise  to  drojisy,  but  in  cancer  much  depends  on  the  acciden- 
tal position  of  the  malignant  nodule — whether  it  happens  to 
press  on  the  lai’ge  veins — in  the  production  of  this  symptom. 
Along  with  cancer  of  the  liver,  we  must  consider  cancerous 
gi-owths  in  the  jiancreas,  glands,  &c.,  in  the  neighbourhood  of  the 
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vena  portae,  as  these  can  seldom  be  separated  clinically  from 
hepatic  affections.  Perihepatitis  (by  compression  of  the  portal 
vein  from  the  contraction  of  the  lymph  effused  in  its  neighbour- 
hood) likewise  causes  ascites;  and  occasionally  enlarged  glands 
in  the  fissure  of  the  liver  complicate  amyloid  disease,  and  give 
rise  in  this  way  to  ascites.  Hydatid  cysts,  abscesses,  and  any 
tumours  or  swellings  in  the  liver  may  likewise,  from  their 
particular  positions,  give  rise  to  ascites.  Prolonged  congestion 
of  the  liver — whether  of  a mechanical  nature,  as  seen  in  long- 
standing cases  of  heart  disease,  or  resulting  from  the  pernicious 
influence  of  alcoholic  stimulants — is  apt  to  lead  to  induration  of 
its  tissiie,  and  obstruction  of  the  portal  circulation,  and  so  gives 
rise  to  peritoneal  dropsy.  Thrombosis  sometimes  produces  a 
rapidly  increasing  ascites,  and  this  cause  should  be  considered 
when  the  dropsy  suddenly  assumes  an  alarming  form,  threaten- 
ing asphyxia  from  its  bulk ; it  is  usually  due  to  pre-existent 
disease  in  the  liver,  or  other  organs  concerned  in  the  portal 
system,  but  it  occasionally  arises,  as  elsewhere,  from  a very 
depraved  state  of  the  blood. 

In  investigating  these  causes  of  ascites,  we  try  to  discover  the 
size  of  the  liver  and  any  peculiarity  in  its  form. 

In  cirrhosis,  the  whole  organ  is  usually  small,  sometimes 
indeed  keeping  quite  within  the  margin  of  the  ribs : occasionally, 
however,  it  is  not  diminished  in  size,  and,  perhaps,  in  the  early 
stage  it  may  even  be  unduly  large.  The  surface  of  the  cirrhotic 
liver  is  often  uneven,  with  little  projections,  seldom  exceeding  a 
pea  in  size ; these  can  be  felt  in  some  cases  on  moving  the 
hand  from  side  to  side  over  the  organ,  or  dipping  the  fingers 
down  over  its  edge ; not  unfrequently  there  are  cei'tain  irregu- 
larities in  the  tendinous  walls  of  the  abdomen,  which  are  apt 
to  mislead  us  in  such  examinations.  These  nodules  in  cin-hosis 
are  smaller  than  those  usually  found  in  cancer.  The  spleen  is 
generally  enlarged  in  cin-hosis  of  the  liver,  bi;t  this  can  seldom 
be  made  out  if  there  be  much  fluid  in  the  abdomen.  Jaundice, 
in  a pronounced  form,  is  rare  in  cirrhosis,  but  the  patients  have 
often  a dingy  or  earthy  complexion ; if  pi-esent  at  all,  the 
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jaundice  is  slight,  and  the  bile  is  not  quite  absent  from  the 
stools,  unless,  indeed,  there  be  coincident  catarrh  of  the  ducts, 
or  some  other  similar  complication.  Disturbance  of  the 
stomach  and  bowels,  especially  vomiting  of  blood,  passing  of 
blood  by  the  bowels,  the  existence  of  haemorrhoids,  the  occur- 
rence of  tarry  motions,  the  habitual  presence  of  a sediment  of 
very  red  lithates  in  the  urine,  obvious  imperfections  in  the 
nutrition,  and  the  previous  history  of  spirit  drinking,  are  the 
chief  points  to  be  inquired  for.  Sjiirit  drinking  is  the  common 
cause  of  cirrhosis  of  the  liver,  but  it  occurs  at  times  quite  apart 
from  this  habit,  and  has  even  been  seen  in  young  children. 
Bleeding  from  the  nose  and  subcutaneous  haemorrhages  are  also 
occasional  symptoms  in  cirrhosis  of  the  liver. 

In  cancer  of  the  liver,  the  whole  organ  is  usually  enlarged, 
but  sometimes  only  one  part  appears  affected : the  surface  often 
presents  very  distinct  nodules  of  the  size  of  a marble  or  even 
larger,  with  at  times  a central  cup-like  depression;  these 
nodules  are  usually  painful  and  tender  on  pressure,  but  cancer 
of  the  liver  sometimes  runs  a painless  course.  This  affection  of 
the  liver  is  generally  secondary  to  cancer  somewhere  else — if 
judged  from  the  pathological  standpoint;  but,  clinically,  it  is 
often  impossible  to  get  evidence  of  any  other  organ  being 
affected,  and  even  when  the  liver  is  involved  secondarily,  the 
primary  cancer  may  be  in  the  gall-bladder,  the  bile-ducts,  or 
other  pai’ts  intimately  related  to  the  liver.  Careful  search, 
however,  should  be  made  for  evidence  of  cancer  elsewhere,  and 
the  glandular  regions  should  be  explored  for  any  swellings. 
Hereditary  tendencies  to  malignant  disease  are  sometimes 
traceable  in  the  family  history,  but  they  can  but  seldom  be 
made  out  even  if  really  present.  J aundice,  like  dropsy,  is  not  a 
constant  sign  of  hepatic  cancer,  but  when  deep  persistent 
jaundice,  with  pale  stools,  coexists  with  ascites,  it  adds  great 
probability  to  the  diagnosis  of  a cancerous  mass  compressing 
both  the  bile-ducts  and  the  portal  vein. 

An  excessively  enlarged  spleen  is  sometimes  the  only  obvious 
cause  of  abdominal  dropsy. 
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The  examination  of  the  abdomen  as  to  the  presence  of 
tumours,  or  even  as  to  the  size  of  the  liver  and  spleen,  is  often 
extremely  imperfect,  owing  to  the  distension  of  the  parts  by 
fluid  accumulation;  by  dipping  the  fingers  suddenly  down 
through  the  fluid  Ave  may  discover  an  enlargement  of  the  liver 
and  spleen,  Avhich  might  otherAvise  escape  notice.  When 
hoAvever,  tapping  has  been  resorted  to,  an  opportunity  is 
aflbrded,  imviediatehj  after  the  operation,  of  exploring  the  parts, 
OAving  to  the  gi-eat  flaccidity  of  the  abdomen ; the  spleen  can 
often  be  thus  felt,  and  nodulation  of  the  liver  then  discovered ; 
cancerous  masses  in  the  omentum,  peritoneum,  or  mesenteric 
glands,  can  often  be  easily  felt  at  this  time,  although,  perhaps, 
in  no  other  way. 


Fig.  42. — Human  Echinococci.  A,  A group  of  echinococci,  still 
adhering  to  the  germinal  membrane  by  their  pedicles,  magnified 
40  times;  B,  An  echinococcus  magnified  107  times;  the  head  is 
invaginated  in  the  caudal  vesicle  ; a pedicle  is  attached  to  it. 

C,  The  same  compressed ; the  head  contracted,  the  .suckers  and 
the  hooks  are  seen  in  the  interior.  J),  Echinococciis  magnified 
107  times;  the  head  is  protruded  from  the  caudal  vesicle. 

Crown  of  hooks  magnified  3.50  times.  (After  Davaine.) 

The  Examination  of  the  Fluid  remoA^ed  by  tapping  may 
likewise  lead  to  a diagnosis  previously  doubtful,  but  reference 
must  be  made  to  special  treatises  for  full  details  regarding  these 
various  fluids  and  their  characters.  The  fluid  in  simple  dropsy 
is  usually  clear,  Avith  a sjiecific  gi-avity  of  about  1012-1015,  it 
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contains  as  a rule  but  little  blood,  although  highly  albuminous ; 
bloody  serum  has,  however,  been  observed  in  the  dropsy  due  to 
portal  obstruction.  Ascitic  fluids  vary  much  in  specific  gravity 
(1012-1035),  and  also  in  the  quantity  of  albumen  which  they 
contain.  In  cases  of  cancer  the  fluid  may  be  of  the  same  char- 
acter as  that  of  simple  dropsy,  even  when  the  disease  involves 
the  peritoneum,  but  in  cancerous  cases  blood  is  a more  frequent 
constituent.  Lymph  (perhaps  blocking  up  the  canula)  indicates 
some  degree  of  peritonitis,  but  all  dropsies  are  liable  to  set  up 
a certain  amount  of  inflammation  in  a secondary  manner.  A 
hydatid  cyst — unless  contaminated  with  efi'used  blood  and  the 
products  of  inflammation — yields  a clear  fluid  of  low  sj^ecific 
gravity  about  1007-1009,  without  albumen  or  urea,  and  with 
abundance  of  chloride  of  sodium.  Moreover  echinococci  or  book- 
lets may  usually  be  found  on  microscopic  examination  (see  Fig. 
42).  Urine  may  be  recognised  by  its  odour  sometimes,  or  by  its 
yielding  crystals  of  nitrate  of  urea  on  the  addition  of  nitric  acid, 
after  concentration  or  exti-action  with  alcohol.  Urea  may  also 
be  found  in  the  dropsical  exudations  of  the  abdomen  due  to 
renal  disease,  so  that  this  test  is  chiefly  applicable  to  the  case 
•of  a cyst.  Urine  from  a dilated  kidney  (hydronephrosis)  is 
usually  of  a very  low  specific  gravity;  it  may  contain  a trace 
of  albumen.  The  possibility  of  complex  jiidds  from  the  rupture 
of  cysts,  the  effusion  of  blood,  and  the  i:)roducts  of  inflamma- 
tion must  be  remembered  : dark  chocolate-coloured  fluids  with 
shreds,  &c.,  coming  away  on  taj^ping  are  usually  due  to  such 
■causes. 

Somewhat  dark-coloured  fluids  sometimes  slightly,  sometimes 
•extremely  ropy  or  even  gelatinous,  are  common  in  ovarian  cysts. 
In  such  cases  we  may  often  see  glittering  specks  with  the  naked 
eye  shown  by  the  microscope  to  be  scales  of  cholestei’ine  (see 
Fig.  43).  These  are  commonly  found  in  encysted  fluids,  but  their 
presence  has  been  recorded  in  chronic  inflammatory  peritoneal 
effusions  also : they  assist  but  do  not  settle  the  difierential 
fliagnosis  of  ovarian  and  peritoneal  dropsy.  Ovarian  fluids  may, 
however,  present  a close  resemblance  to  peritoneal  exudations ; 


EXAMINATION  OF  OVAEIAN  FLUIDS. 


367 


Fig.  43 


they  are  often  clear  and  sometimes  of  low  specific  gravity 
(especially  in  parovarian  cysts).  The  specific  gravity  of  ovarian 
fluids  varies  from  1003-1045.  The  detection  of  “ paralbumen  ” 
in  abdominal  fluids  has  been  alleged 

O 

as  diagnostic  of  an  ovarian  origin, 
but  this  substance  has  now  been 
found  in  other  forms  of  disease. 

“Paralbumen”  is  not  px'ecipitated 
by  heat,  although  the  fluid  may 
become  turbid.  The  action  of  dilute 
acetic  acid  assists  its  recos:nition : 
like  mucin,  paralbumen  is  precipi- 
tated by  this  re-agent,  or  at  least 
a turbidity  is  produced,  but  the 
turbidity  due  to  mucin  is  not  dis- 
sipated by  excess  of  the  acid,  or 
by  the  addition  of  a strong  solution  of  chloride  of  sodium, 
while  the  turbidity  in  the  case  of  paralbumen  is  dissolved  by 
both  of  these  re-agents.  Paralbumen  is  precipitated  by  alcohol  : 
so  is  a substance  named  “ metalbumen,”  but  this  latter  atrain 
IS  not  precipitated  by  ferrocyanide  of  potassium  and  acetic 
acid  as  paralbumen  is.  Some  confusion  exists  as  to  the 
reactions  of  “paralbumen”:  the  various  forms  of  albumen 
do  not  seem  as  yet  sufficiently  well  demarcated.  Another 
test  often  applied  is  to  boil  the  fluid,  and  after  obtaining  a 
coagulum,  to  add  strong  acetic  acid  which  redissolves  the 
precipitate  from  ovarian  fluids,  or  rondel’s  it  gelatinous  after 
it  is  shaken  up. 

Mixtures  of  ordinary  albumen  and  of  these  altered  forms  no 
doubt  frequently  occur,  and  tend  to  confuse  the  results  of  the 
tests. 


Crystals  of  Chole.s- 
terine.  (Otto  Funke.) 


The  microscopic  examination  oj  ovarian  Jluids  reveals  in 
addition  to  the  cholesterine  crystals  already  mentioned  various 
cellular  structures,  pus,  blood,  epithelial  cells,  and  compound 
granular  masses.  Besides  these  Dr.  Drysdale  describes  a 
gi’anular  cell  regarded  by  him  as  jieculiar  to  ovarian  fluids.  It 
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resembles  a pus  cell,  but  varies  in  size : acetic  acid  does  not 
remove  the  granular  appearance;  with  ether  the  gi-anules 
become  more  transparent,  but  the  cell  is  not  otherwise  altered. 
These  observations  require  further  verification  before  they  can 
be  relied  on.  Some  pear-shaped  cells  have  recently  been 
described  by  Spencer  Wells  as  occurring  in  fluids  due  to 
malignant  ovarian  disease. 
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CHAPTER  XIII. 

EXAMINATION  OF  THE  URINE,  AND  THE  SIG- 
NIFICANCE OF  URINARY  SYMPTOMS.^ 

rj^HE  urine  is  usually  examined  to  some  extent  in  all  hospital 
cases  on  admission  as  a matter  of  routine.  The  natux’e  of 
any  further  examination  is  determined  by  the  character  of  the 
case.  In  private  practice  the  examination  of  the  urine  is  called 
for  on  the  detection  of  any  suspicious  symptoms  likely  to  be 

1 Kegarding  tlie  examination  of  the  urine  the  works  of  Parkes  and  of  Neu- 
bauer  and  Vogel  may  be  consulted.  The  editions  of  the  latter,  subsequent 
to  the  translation  issued  by  the  New  Sydenham  Society,  may  be  referred  to 
for  the  more  recent  views.  The  more  obscure  points  in  the  chemistry  of  the 
urine  are  dealt  with  very  fully  by  Thudicum  in  his  recent  work,  and  the 
various  quantitative  methods  of  analysis  are  there  given.  AVatts’s  Dictionary 
of  Chemistry  contains  several  articles  of  great  value  for  reference  in  this  con- 
nection. Dr.  Beale's  works  are  also  constantly  referred  to,  and  his  plates  of 
urinary  deposits  are  of  special  value. 

Dr.  V m.  Eoberts  in  his  book  deals  ■with  the  examination  of  the  urine  in  suffi- 
cient detail  for  most  purposes,  and  he  goes  very  fully  into  the  clinical  history  of 
the  various  renal  and  urinary  affections.  Dickinson’s  work  on  Diseases  of 
the  Kidney  and  Urinary  Derangements  does  not  deal  with  the  examination 
of  the  urine  in  detail,  but  it  embraces  the  various  affections  of  these  organs 
(Part  1,  Diabetes  ; Part  2.  Albuminuria ; Part  3,  Other  Affections,  of  the 
Kidneys,  &c.)  On  Bright’s  Disease  the  works  of  Drs.  George  Johnson  and 
Grainger  Stewart  must  also  be  named  as  of  special  value. 

The  ■work  of  Dr.  Pavy  on  Diabetes  is  of  great  imi)ortance  ; this  disease 
is  likewise  discussed  by  Eoberts,  Dickinson,  and  Beale. 

Surgical  treatises  must  also  be  r-eferred  to  regarding  diseases  of  the  bladder 
and  certain  affections  on  the  border  line  between  medicine  and  surgery.  See, 
for  example,  Holmes’s  “ System,”  Vol.  IV. 
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associated  with  urinary  disturbances ; and  the  beginner  will  do 
well  to  examine  it  in  all  cases  where  the  diagnosis  remains 
doubtful.  Patients  also  frequently  complain  of  changes  in  the 
character  of  their  urine  ; these  will  be  referred  to  in  describing 
the  naked  eye  appearances  (see  p.  375). 

The,  routine  examination  of  the  urine  embraces  a note  of  its 
reaction,  its  specific  gravity,  its  colour,  and  other  naked  eye 
appearances;  also  a note  of  the  presence  or  absence  of  albumen,  and 
of  the  character  of  any  sediment,  microscopically  and  otherwise. 
These  points  should  be  noted  in  all  hospital  cases  on  admission, 
even  if  the  results  seem  purely  negative  in  their  indications,  as 
they  may  be  of  much  value  in  the  subsequent  development  of 
the  case.  The  nature  of  the  further  investigations  depends  to 
some  extent  on  the  results  of  this  examination.  Thus,  if  the 
specific  gravity  be  high,  especially  in  a pale  ui’ine,  sugar  must 
be  tested  for  and  the  quantity  of  urine  ascertained.  If  the 
specific  gravity  be  lovv  and  the  colour  pale,  the  quantity  passed 
in  the  twenty-four  hours  will  be  important.  In  cases  with 
albuminuria  some  notion  of  the  quantity  of  the  urine  is  usually 
desirable  to  guide  not  only  the  diagnosis,  but  also  the  prognosis 
and  treatment ; sometimes  exact  measurements  of  the  quantity 
of  the  urine  are  of  the  utmost  value.  Special  circumstances  in 
the  case  determine  the  further  investigations.  Thus  the  pro- 
priety of  an  estimation  of  the  abundance  of  the  chlorides  in 
febrile  cases,  of  the  urea  in  various  diseases,  of  the  biliary  and 
other  pigmentary  matters,  &c.,  must  be  determined  by  the 
general  clinical  features  of  the  case. 

The  sanvples  to  be  selected  for  testing  depend  to  some  extent 
on  the  points  specially  aimed  at  in  the  inquiry.  For  the 
reaction,  the  sample  should  be  quite  fresh,  and  if  alkaline  the 
relation  of  the  specimen  to  meal  times  must  be  considered.  For 
the  specific  gravity  the  whole  quantity  passed  in  the  twenty-four 
hours  should  be  tested,  or  a sample  taken  from  it.  In  examin- 
ing for  crystals  or  tube-casts,  the  sample  should  be  allowed  to 
settle  quietly  and  completely  for  several  hours.  In  susi^ected 
albuminuria  we  should  examine  samples  passed  at  difierent 
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peiiods  of  the  clay,  as  in  slight  cases,  the  albumen  is  often 
absent  in  the  urine  jDassecl  before  breakfast,  and  appears  in 
considei’able  c^uantity  after  breakfast  or  dinner.  The  urine 
passed  in  the  early  morning  gives  the  fairest  sample  of  the 
secretion,  apart  from  the  influence  of  special  meals.  In  private 
practice  it  is  a good  plan  to  procure  two  separate  samples  passed, 
the  one  in  the  morning,  and  the  other  at  niglit.  In  hospital, 
the  early  morning  samples  may  be  ordered  to  be  kept  in  tlie 
first  instance,  and  the  whole  cpiantity  or  special  samples  sub- 
sequently ordered,  as  occasion  seems  to  require.  Too  mudi  care 
cannot  be  taken  in  securing  the  cleanness  and  purity  of  the 
samples,  both  as  to  the  vessels  into  which  the  urine  is  originally 
passed,  and  as  to  the  urine  glasses  and  bottles  in  which  the 
samples  are  preserved.  Dirty  vessels  promote  speedy  i)utrefac- 
tion,  and  give  rise  very  readily  to  ammoniacal  odour,  and  to 
the  development  of  vibriones  in  urines  wliich  would  not  other- 
^vise  present  these  features  so  soon.  The  presence  of  syrups 
and  the  like,  in  imperfectly  washed  bottles  used  for  the  samples, 
may  give  rise  to  serious  mistakes.  In  hospital  practice  another 
danger  arises  from  the  samjfles  being  contaminated  with  tube- 
casts  and  crystals  from  the  urine  of  neighbouring  patients,  who 
may  have  been  using  the  same  vessels. 

In  some  cases  of  purulent  and  bloody  ui-ine,  especially,  it  is 
desirable  to  have  the  sample  passed  into  two  glasses,  so  as  to 
have  the  first  and  second  portions  separately,  as  sucli  an  ex- 
amination brings  out  certain  peculiarities  in  various  forms  of 
urinary  disease. 

QuAxXTITy.— This  varies  in  health  according  to  the  size  of  the 
patient,  the  quantity  of  fluid  he  consumes,  and  the  amount  of 
his  excretions  by  the  skin,  bowels,  &c.  It  mav  be  roughly 
estimated  at  from  30  to  50  or  60  fluid  oz.  in  the'  twenty-four 
horns.  In  disease  the  modifying  influences  referred  to  have 
also  some  play.  In  particular,  a profuse  discharge  from  the 
bowels  or  skin  naturally  lessens  the  urine.  The  quantity  of 
the  urine  should  always  be  considered  in  its  relationship  with 
the  specific  gravity,  as  this  sometimes  enables  us  to  understand 
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and  estimate  the  value  of  the  changes  which  occur.  Tims  in  a 
urine  diminished  by  diai’rhoea  the  specific  gravity  may  rise  ; in  a 
lu’ine  increased  from  greater  quantities  of  fluid  being  imbibed 
the  specific  gravity  may  fall.  There  is  often  a ditficiilty  in 
preserving  the  whole  urine  passed  by  a patient,  partly  from 
forgetfulness  on  his  part,  especially  if  he  be  well  enough  to  go 
about,  and  partly  fi’om  the  gi’eat  tendency  the  urine  has  to  be 
passed  at  stool  and  so  lost.  By  getting  the  patient  to  pass 
water  befoi’e  going  to  stool  this  loss  may  often  be  prevented, 
and  in  male  patients  a wide-mouthed  bottle  can  easily  be  used 
simultaneously.  Sometimes,  how'ever,  the  loss  is  inevitable, 
both  from  this  cause  (as  in  diarrhoea),  and  from  the  urine 
driV)bling  away,  or  from  its  being  passed  unconsciously  and 
without  warning. 

Suppression  of  urine,  or  even  any  great  diminution  of  its 
amount,  is  always  a serious  symptom  and  fact  in  disease ; but 
the  report  is  sometimes  given  that  there  is  suppression  of  urine 
when  really  it  is  retained  in  the  bladder.  When  the  quantity  of 
the  urine  is  as  low  as  10  or  20  oz.  in  the  twenty-four  hours,  it 
must  be  regarded  as  small ; it  sometimes,  however,  falls  to  a few 
drachms  only  : w’hen  above  60  oz.  on  several  successive  days  it 
is  decidedly  increased.  It  is  well  (owing  to  the  confusion  aris- 
ing from  various  measures  in  the  country)  to  have  the  urine 
measured  in  fluid  ounces,  or,  if  the  quantities  be  large,  in 
imperial  pints  (20  fluid  oz.).  When  the  quantities  passed  are 
moderate,  they  may  sometimes  be  preserved  with  advantage  for 
our  inspection  in  large  glasses  graduated  in  ounces,  and  in  this 
way  the  specific  gravity  of  the  whole  can  be  readily  taken. 

Specific  Gravity. — This  is  usually  taken  by  means  of  the 
nrinometer  which  is  introduced  into  the  sample,  in  a urine 
glass,  and  the  level  of  the  fluid  on  the  stem  gives  the  leading, 
as  calculated  for  a temperature  of  60°  F.,  pure  water  being  1000. 
The  level  of  the  general  surface  of  the  urine  should  be  taken 
and  not  that  of  the  drop  which  runs  up  the  stem  ; it  should  be 
seen  that  the  instrument  floats  freely  and  keeps  clear  of  the 
sides  and  the  bottom  of  the  glass.  As  a rule,  we  need  not  be 
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very  particular  as  to  the  tempei-ature  being  exactly  60°,  but  we 
must  not  bike  the  specific  gravity  when  the  urine  is  newly 
jiassed  and  so  much  hotter  than  this  temperature.  The  stem  of 
the  hydrometer  should  be  long,  so  as  to  give  accurate  readings 
more  easily,  and  as  these  instruments  are  often  wrong  in  their 
graduation  some  test  of  their  accuracy  is  desirable,  by  comparing 
them  with  a standard  or  by  the  use  of  the  balance.  When  the 
fpiantity  is  too  small  to  allow  of  the  instrument  floating  freely, 
a narrower  vessel,  or  some  means  of  displacing  the  fluid,  may 
enable  us  to  manage  our  purpose.  The  specific-gravity-bottle 
is  of  course  available  in  the  case  of  the  sample  being  very  small, 
or  of  greater  accuracy  being  desired,  and  specific  gravity  “beads” 
are  sometimes  employed.  In  testing  a series  of  urines,  the 
hydrometer  should,  of  course,  be  dried  to  prevent  contamination 
of  one  specimen  by  another.  As  already  stated,  the  specific 
gravity  of  the  sample  noted  should  be  that  of  the  twenty-four 
hours’  quantity,  or,  if  not,  allowance  must  be  made  for  a possi- 
ble deviation  : in  many  cases  the  specific  gravity  of  samj^les 
passed  at  different  hours  varies  enormously.  ' The  specific 
gravity  must,  as  already  stated,  be  considered  in  relation  with 
the  quantity  passed.  High  specific  gravities  (above  1025)  are 
found  in  diabetes  (from  sugar)  : in  urines  with  a concentration  of 
the  normal  ingi’edients  from  febrile  or  other  diseases,  or  from  a 
limited  consumption  of  fluid;  in  the  scanty  urine  of  acute 
renal  dropsy ; and  in  rare  cases,  from  an  enormous  quantity  of 
albumen  being  held  in  solution.  Low  specific  gravities  (below 
1015)  occur  in  nearly  all  cases  (except  diabetes  mellitus)  where 
the  quantity  is  large,  and  especially  in  diabetes  insipidus ; in  cases 
of  lardaceous  disease  of  the  kidney,  Avith  a large  secretion  of 
urine;  and  in  general  in  all  chronic  cases  of  Bright’s  disease. 
Temporary  depression  of  the  specific  gi’avity  is  met  with  in 
hysterical  affections,  associated  Avith  a profuse  floAv  of  Airine, 
and  also  in  the  gush  of  Avater  escaping  from  a hydronephrosis, 
and  in  rare  ca.ses,  even  in  the  small  quantities  Avhich  succeed  in 
passing  the  mechanical  impediment  if  both  ureters  be  ol> 
structed  : the  specific  graA'ity  differentiates  scanty  urine  in  such 
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cases  from  that  passed  in  acute  nephritis,  as  in  this  last  affection 
the  specific  gravity  is  always  high  in  proportion  to  the  degree 
of  siippression. 

The  Reaction  of  Urine  is  tested  with  blue  and  red  litmus 
paper.  Normally  it  is  acid;  but  even  in  health  it  may,  occa- 
sionally, be  neutral  or  slightly  alkaline  at  certain  parts  of  the 
day,  and  especially  after  food  containing  many  alkaline  salts. 
The  acidity  may  be  unusually  great  (as  in  lithiasis)  : the  degree 
can  be  determined  by  the  alkalimeter.  In  certain  depressed 
states  of  the  general  health,  in  some  cases  of  abundant  acid 
vomiting,  in  some  forms  of  spinal  jDaralysis,  and  in  long  standing 
disease  of  the  bladder  with  retention  or  incontinence,  the 
urine  is  habitually  alkaline,  and  the  reaction  has  thus  a certain 
value  in  diagnosis.  Normal  urine  often  becomes  more  acid  for 
some  hoiu-s  after  being  passed  (urinary  acid  fermentation) ; but 
all  ludnes  which  are  allowed  to  stand  long  enough  decompose 
and  become  alkaline,  from  the  conversion  of  the  urea  into 
ammonia,  so  that  we  must  see  to  have  the  samples  fresh.  Alka- 
linity from  ammonia  (volatile  alkali)  may  be  discriminated  from 
that  due  to  soda  or  potash  (fixed  alkali),  by  gently  heating  the 
test  paper  which  has  been  turned  blue  by  the  urine,  as  the 
volatile  alkali  is  in  this  way  driven  off,  and  the  red  colour 
returns.  The  reaction  of  urine  is  of  A^alue  in  the  recognition  of 
urinary  deposits  : a bulky  deposit  which  forms  soon  after  the 
urine  is  passed  may  usually  be  pronounced  to  consist  of  uric 
acid  or  its  salts  (urates),  if  the  reaction  be  acid  ; if,  on  the  other 
hand,  such  a deposit  concurs  with  an  alkaline  or  even  a neutral 
reaction,  the  probability  is  that  it  is  phosphatic  (the  addition  of 
an  alkali  to  normal  urine  precipitates  the  phosphates).  The 
persistence  of  pus  in  mine  of  acid  reaction  points  to  a renal 
origin  ; pus  from  the  bladder,  if  persistent,  usually  renders  the 
urine  alkaline  and  ammoniacal.  Care  must  be  taken  to  have 
the  samples  fresh  in  such  cases,  as  urine  with  much  pus,  from 
any  cause,  rapidly  decomposes.  Alkalinity  of  the  urine  is 
sometimes  a point  aimed  at  in  treatment  by  the  administration 
of  potash  or  other  alkaline  medicines  (rheumatism,  lithiasis, 
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gout)  : the  reaction  must  be  determined  by  frequent  testing  in 
such  cases,  as  the  urine  I’endered  alkaline  by  remedies  readily 
becomes  acid  on  any  interrujDtion  or  diminution  of  the  dose.  On 
the  other  hand,  medicines  seem  to  have  little  chemical  power  in 
rendering  an  alkaline  urine  acid.  Benzoic  and  cai-bonic  acid, 
however,  seem  to  have  some  influence  in  this  respect. 

The  obvious  characteristics  of  Urine  are  of  importance 
not  only  as  regards  the  samples  we  examine  ourselves,  but  also 
as  regards  the  description  of  alterations  mentioned  by  patients. 
Both  of  these  will  be  considered  here.  Normal  urine  has  a pale 
yellow  tint,  is  clear  when  passed,  but  deposits,  on  standing,  a 
faint  cloud  of  mucus,  which  forms  only  a slight  sediment.  This 
mucus  is  sometimes  more  abundant  than  natural,  as  in  slight 
catarrh  of  the  bladder,  and  this  excess  may  pass  gi’adually  into 
a deposit  of  muco-pus.  When  the  cloud  is  absent,  this  usually 
implies  some  excess  in  the  quantity  of  the  urine,  which  has  thus 
washed  away  or  diluted  the  mucus. 

The  colour  and  clearness  of  urine  vary  much.  Tables  of 
colours  have  been  devised  by  Vogel  to  assist  the  naming  of  the 
variations : he  makes  nine  gi’adations ; pale  yellow,  bright 
yellow,  yellow;  reddish  yellow,  yellowish  red,  red;  brownish 
red,  reddish  brown,  brownish  black.  If  the  urine  be  turbid,  it 
should  be  ascertained,  if  possible,  if  it  were  so  when  passed,  or 
if  it  only  became  so  afterwards.  Turbidity,  when  freshly 
passed,  may  depend  on  decomposition  going  on  within  the 
bladder,  or  on  excess  of  vesical  mucus,  or  on  the  presence  of 
renal  epithelium  and  shreds,  pus,  blood,  semen  and  prostatic 
secretions,  bile,  uric  acid,  urate  of  soda  (hedge-hog  crystals), 
phosphates,  chyle  or  sarcime.  When  the  urine  is  clear  on  being 
passed  and  afterw^ards  becomes  turbid,  this  is  usually  due  to 
the  precipitation  of  urates  or  of  phosphates,  or  to  decomposition, 
or  saccharine  fermentation.  When  the  sediment  has  completely 
fallen,  sometimes  the  supernatant  fluid  is  perfectly  clear ; some- 
times it  remains  slightly  tux’bid  from  some  remaining  admixture 
of  the  sedimentary  matter. 

Patients  frequently  complain  of  the  urine  being  high-coloured 
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and  scanty : this  often  arises  from  simple  concentration  of  the 
secretion  in  febrile  diseases,  apart  from  any  special  renal  affec- 
tion, but  it  also  occurs  in  acute  nephritis.  Urine  white  like 
milk  is  often  spoken  of  in  the  case  of  children,  and  this  character 
is  iisually  due  to  the  presence  of  white  urates  or  colourless  uric 
acid  crystals.  In  adults,  if  the  urine  be  milky  when  passed,  this 
is  usually  due  in  them  to  the  presence  of  earthy  phosphates 
(arising,  perhaps,  from  a transient  alkalinity  of  the  urine  after 
dinner)  : unless  persistent  this  is  usually  of  no  real  importance  : 
or  the  turbidity  may  be  due  to  the  presence  of  pus,  which  is 
always  of  more  or  less  serious  significance;  in  rare  cases  it 
may  be  due  to  chyle,  to  spermatic  fluid  or  sarcime.  When 
the  patient  describes  the  urine  as  “ turning  thick,”  this  is 
almost  always  due  to  a deposit  of  urates  on  the  cooling  of 
the  urine,  and  is  seldom  of  much  consequence.  When  spoken 
of  as  “ resembling  2)orter”  the  presence  of  bile  in  some  quantity 
is  usually  indicated,  but  blood  may  also  give  such  a colour. 
When  described  as  turbid  and  smoky  when  passed,  this  may  be 
due  to  a slight  and  intimate  admixture  with  blood,  and  blood 
colour  in  a more  pronounced  form,  depends  on  a greater  quan- 
tity of  florid  blood  being  passed;  clots  may  also  come  a^vay 
either  of  a florid  colour  or  of  a darker  hue,  or  even  of  a chocolate 
appearance.  Very  red  unne,  having  something  of  the  bloody 
tint,  is  sometimes  due  to  excessively  red  urates,  especially  as 
found  in  certain  hepatic  cases.  Very  pale  ui’ine  is  found  usually 
when  the  quantity  is  habitually  excessive,  as  in  diabetes,  and  in 
certain  forms  of  chronic  disease  of  the  kidney ; or  it  may  also 
concur  with  a temporaiy  increase  in  the  quantity,  from  free 
imbibition  of  fluids,  or  in  connection  with  hysterical  or  nervous 
attacks  in  both  sexes.  Anajmia  may  also  be  responsible  for 
the  paleness  of  the  urine.  Black  urine  is  sometimes  passed  by 
those  using  carbolic  acid  or  creasote,  either  externally  or 
inteiTially  ; more  frequently  this  black  colour  only  appears  after 
the  urine  has  been  kept  for  a time ; the  addition  of  a minute 
quantity  of  strong  vitriol  (unpurified)  frequently  brings  out 
a greenish  colour  in  such  cases,  but  this  test  is  rather  un- 
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certain.  A dark  red  or  almost  black  colour  is  sometimes 
formed  in  the  urine  in  cases  of  melanosis.  Indigo  blue  has 
occasionally  been  found  in  urine  after  it  has  been  standing 
for  a time  and  has  become  alkaline.  Bad  odour  in  the  urine 
wlien  passed  depends,  as  a rule,  on  decomposition  occun-ing 
within  the  bladder,  or  on  the  escape  of  an  ab.scess  into  it,  and  is 
significant  of  cystitis,  Ac.  Certain  vegetables  impart  a strong 
odoiir  to  the  urine,  and  the  smell  of  many  ai-ticles  used  in  the 
food  or  drink  may  be  recognised  in  the  urine.  In  oxaluria  a. 
certain  resemblance  to  the  odour  of  sweet-brier  may  sometimes 
be  recognised,  and  during  the  administration  of  turpentine  there 
is  sometimes  a smell  as  if  from  sweet  violets,  but  these  cannot 
be  said  to  be  unplea.sant.  Gas  coming  with  the  urine  suggests 
some  communication  of  the  urinary  passages  with  the  bowels. 
Shreds  and  fibrous  masses  may  be  passed  in  cases  of  chronic 
inflammation  of  the  bladder,  or  they  maj'  come  from  an  inflamed 
and  dilated  kidney  (Pyelo-nephritis).  Gritty  matter  or  gravel 
may  also  be  complained  of  as  coming  with  the  urine  and  irri- 
tating the  urethra ; this  will  usually  be  found  on  examination 
to  be  due  to  uric  acid,  or,  more  rarely,  to  other  forms  of  calculous 
concretions.  Urinary  sediments  usually  demand  chemical  tests 
or  microscopic  examination  for  their  discrimination  (see  p.  404). 
Sometimes  crystals  of  uric  acid  can  be  seen  by  the  naked  eye, 
or  with  a simple  lens,  resembling  cayenne  pepper  grains,  falling 
to  the  bottom  of  the  glass,  or  adhering  to  its  sides,  or  to  shreds 
of  mucus.  Glittering,  colourless  prisms  of  ammonio-magnesian 
phosphate  can  also  sometimes  be  thus  seen  floating  as  a scum 
on  the  surface  of  the  urine,  or  resting  on  the  mucous  sediment, 
or  adhering  to  the  sides  of  the  glass.  A very  delicate  and 
minute  powdery  sediment  covering  the  top  of  the  cloud  of 
mucus,  and  resembling,  as  has  been  said,  fine  powder  dusted 
over  a wig  (“  powdered  wig  deposit  ”),  can  sometimes  be  recog- 
nised with  tolerable  certainty  as  due  to  oxalate  of  lime  crystals ; 
occasionally,  in  alkaline  mines,  minute  phosphatic  crystals  simu- 
late this  appeai’ance ; as  a rule,  howe'ser,  the  latter  are  more 
glittering  than  the  former.  Fawn-coloured,  pink  or  reddish 
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amorphous  precipitates,  formed  as  the  urine  cools,  can  usually 
be  recognised  at  once  by  the  naked  eye  as  comjmsed  of  urates 
(urate  of  ammonia,  potash,  and  soda)  : when  the  deposit  is 
whitish,  there  is  more  difficulty;  white  urates,  or  even  uric 
acid,  earthy  phosjjhates,  and  pus,  may  be  scai’cely  distinguish- 
able from  each  other  by  the  naked  eye.  A glairy  whitish  or 
yellowish  material,  floating  on  the  surface  of  the  urine,  or 
diffused  through  it,  is  often  seen  when  the  sample  is  contam- 
inated with  leucorrhoeal  discharges.  Urine  with  a whitish 
turbidity  forming  a coagulum  on  standing  is  mixed  with 
chyle. 


SUGAR  IN  URINE. 

Sugar  should  be  tested  for  in  any  complete  examination  of 
the  urine,  and  especially  in  all  cases  in  which,  from  the 
symptoms,  diabetes  is  suspected ; or  when  either  the  quantity 
of  urine  is  excessive,  or  the  specific  gravity  is  unusually  high 
(above  1030).  It  should  also  be  remembered  that  in  certain 
cases  of  cerebral  disease,  with  or  without  distinct  paralysis,  and 
particularly  in  some  cases  of  cerebral  tumour,  sugar  appears  in 
the  urine.  When  examining  for  sugar,  albumen  should  also  be 
tested  for,  not  only  because  its  presence  is  a serious  comj)licatiou 
in  diabetes,  but  also  becaiise  the  presence  of  albumen  may  inter- 
fere with  the  certainty  of  the  reactions  for  sugar  by  the  copper 
test ; in  such  cases  the  albumen  should  be  precipitated  by 
heating,  with  the  addition  of  a little  acid,  and  subsequent 
filtration.  Boiling  the  albuminous  urine  with  crystals  of  sul- 
phate of  soda  is  likewise  said  to  yield  a fluid  suitable  for  the 
application  of  the  copper  test. 

Copper  Test — Trommer’s  Test. — This  is  based  on  the  power 
which  diabetic  sugar  has  of  I’educing  copper  salts  under  certain 
conditions.  A few  drops  of  a solution  of  sulphate  of  copper 
are  mixed  with  a little  urine  in  a test  tube,  excess  of  liquor 
potassse  is  then  cautiously  added,  just  enough  to  dissolve  the 
precipitate  which  it  throws  down  in  the  first  instance;  the 
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mixture  is  boiled,  cand  if  sugar  be  j^resent,  a red  2irecipitate  of 
the  sub-oxide  falls  down.  Errors  are  frequentl}’’  made  in  a2)i)ly- 
ing  this  test  from  not  using  the  jn-oper  relative  proportions  of 
copper  and  potash  with  the  urine. 

I" elding' s Test  Solution  ^ (or  Pavy’s)  obviates  some  of  these 
difficulties.  A portion  of  the  test  fluid  is  first  boiled  in  a test 
tube  to  see  if  it  remains  unchanged  in  colour  (as  it  is  apt  ta 
become  altered  by  kee2)ing)  ; if  unafiected,  a drop  or  two  of  the 
suspected  urine  is  added  ; if  sugar  be  j)resent  in  any  quantity, 
the  colour  at  once  changes,  and  a yellowish  or  reddish  precipi- 
tate comes  down.  If  this  does  not  hap2)en,  a little  more  urine 
should  be  added  (but  always  so  as  to  be  less  than  the  volume  of 
the  test  fluid  in  the  tube),  and  the  whole  should  again  be  boiled 
and  allowed  to  cool  j if  no  yellow  or  red  sub-oxide  comes  down 
it  may  be  pronounced  free  of  sugar. 

Cautions. — Prolonged  boiling  must  be  avoided,  as  reduction 
may  occur  in  this  way  aj>art  from  sugar.  Boiling  the  urine  before 
adding  the  test  fluid,  is  also  apt  to  lead  to  error.  Adding  too 
much  urine  is  also  to  be  avoided,  as  a great  excess  of  non-saccha- 
rine urine  njay  reduce  the  copper.  The  test  fluid  must  be  in 
good  condition — capable  of  resisting  boiling  without  being 
changed ; in  delicate  inquiries,  it  is  desirable  to  add  an  equal 
bulk,  or  more,  of  pure  water  to  the  boiling  test  fluid,  to  boil 
again,  and  to  allow  the  whole  to  cool  slowly  so  as  to  have 
complete  security  of  the  perfect  condition  of  the  cojiper 
solution. 

1 Fehling's  5o?ttn'on— Sulphate  of  Copper,  90J  grains ; Neutral  Tartrate  of 
Potash,  364  grains  ; Solution  of  Caustic  Soda  (of  sp.  gr.  112)  4 fluid  ounces. 
Add  water  to  make  up  exactly  to  six  fluid  ounces.  (Or  40  grammes  of  sulphate 
of  copper  in  crystals  ; IGO  grammes  neutral  tartrate  of  potash  ; 750  grammes 
caustic  soda  sp.  gr.  112  ; add  water  up  to  1154 ‘5  cubic  centimeters.  Each  10 
c.c.  correspond  to  0'05  gramme  of  grape  sugar.) 

Pavy  3 Solution — Sulphate  of  Copper,  320  grains ; Tartrate  of  Potash 
(neutral),  640  grains ; Caustic  Potash  (potassa  fusa),  1280  grains ; Distilled 
Water,  20  fluid  ounces. 

The  tartrate  of  potash  and  caustic  potash  are  dissolved  together  in  one-half 
of  the  water,  the  sulphate  of  copper  in  the  other  half  ; the  two  solutions  are 
then  mixed. 
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The  Quantity  of  Sugar  may  also  he  determined  hy  the  eopper  test.  Fehling's 
■or  Pavy’s  Solutions  are  made  of  sucli  a strength  that  200  grains  (by  measure) 
are  completely  reduced  by  one  grain  of  diabetic  sugar.  The  test  fluid  is 
boiled  in  a porcelain  capsule  or  a glass  flask  (a  piece  of  caustic  potash,  the 
size  of  a pea,  being  added  in  the  case  of  Piivy’s  solution)  and  a quantity  of 
pure  water,  equal  to  one  or  two  volumes  of  the  test  fluid,  is  poured  in  also. 
The  saccharine  urine  should  then  be  diluted  with  pure  water,  in  the  propor- 
tion of  1 volume  of  urine  to  9 of  water,  if  the  sugar  is  abundant ; or  in  a less 
proportion  (or  without  dilution)  if  the  sugar  is  scanty.  The  diluted  urine  is 
introduced  into  a burette,  graduated  to  grains,  and  is  then  gradually  added  to 
the  boiling  copper  solution  till  the  blue  colour  is  quite  discharged.  In  order 
to  judge  of  this  a minute  or  two  must  be  allowed  for  the  red  precipitate  to 
fall,  otherwise  it  obscures  the  blueness  which  may  remain  in  the  supernatant 
fluid.  AVhen  the  precipitate  falls,  by  holding  up  the  flask  to  daylight,  or 
against  a white  object,  or  by  looking  down  through  the  fluid  to  the  white  sides 
of  the  porcelain  dish,  if  this  be  used,  any  remnant  of  blue  colour  is  readily 
detected  If  this  can  be  recognised  the  mixture  is  again  brought  to  the 
boiling  point,  and  a few  drops  of  the  diluted  urine  are  again  added.  Too 
much  time  must  not  be  allowed  to  elapse  in  waiting  for  the  red  precipitate  to 
fall,  as  after  standing  for  a length  of  time  the  sub-oxide  is  re-dissolved,  and 
the  blue  colour  is  reproduced.  The  number  of  grains  of  urine  consumed  in 
the  experiment  is  then  read  off,  and  this  represents  the  quantity  which  con- 
tains one  grain  of  sugar ; it  is  then  a matter  of  calculation  how  many  grains 
of  sugar  are  contained  in  the  ounce  of  urine  (437^  grs.  in  an  ounce  avoir- 
dupois). Allowance,  of  course,  is  made  in  the  calculation  for  the  degree 
of  dilution  employed.  If  the  total  quantity  of  urine  passed  in  the  day 
be  known,  the  total  quantity  of  sugar  excreted  can  then  be  readily  cal- 
culated. 

Fermentation  Test. — Occasionally,  from  uncertainties  in 
the  results  of  the  copper  test  from  various  causes,  it  is 
important  to  decide  as  to  the  presence  of  sugar  by  fermentation ; 
sngar  is  the  only  substance  known  which  ferments  Avith  yeast 
and  liberates  carbonic  acid  gas.  A small  tube  may  be 
nearly  filled  Avith  the  suspected  urine,  a little  fluid  or  solid 
(German)  yeast  is  then  added,  and  the  Avhole  filled  up  Avith 
metallic  mercury,  and  inverted  over  a little  of  the  same  metal 
in  a cup  ; the  apparatus  is  then  put  in  a Avarm  place  and  alloAved 
some  time  to  ferment.  If  sugar  be  present,  in  other  than 
very  minute  quantity,  gas  accumulates  in  the  tube,  and  this  can 
be  shoAvn  to  be  carbonic  acid  by  testing  Avith  lime  Avater.  It  is 
Avell  to  conduct  a blank  experiment  Avith  simple  Avater  and  the 
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yeast  at  the  same  time,  as  a security  against  the  gas  being 
formed  in  any  otlier  way. 

Torxda  test. — The  detection  of  torula3  (see  Fig.  55,  p.  404), 
occasionally  assists  in  the  diagnosis  of  saccharine  urine,  or 
directs  attention  to  its  examination  by  chemical  I’e-agents. 

The  Quantitative  Test  hy  fei'mentation,  as  described  by  Dr.  Roberts,  of  Man- 
chester, consists  in  determining  the  specific  gravity  of  the  urine  before  and  after 
complete  fermentation.  A small  lump  of  German  yeast  (the  size  of  a walnut) 
is  added  to  four  ounces  of  urine,  the  specific  gravity  of  which  has  first  been 
carefully  taken  and  noted;  this  is  placed  in  a large  wide  bottle  (12  oz.), 
corked,  but  with  an  opening  cut  in  the  cork  so  as  to  allow  the  carbonic  acid 
to  escape ; it  is  then  placed  in  a moderately  warm  situation,  and  in  the 
course  of  24  hours,  or  when  the  fermentation  is  completed,  it  is  allowed  to 
cool,  and  its  specific  gravity  is  again  taken  at  the  same  temperature  as  before 
the  fermentation  was  begun.  The  loss  in  the  specific  gravity  indicates  the 
quantity  of  sugar  fermented  out.  The  specific  gravity  is  reduced  partlj'  by 
the  loss  of  the  sugar  formerly  held  in  solution,  and  partly,  perhaps,  by  some 
of  the  light  alcohol  thus  generated  remaining  in  the  mixture.  To  avoid  any 
fallacy  from  a difference  in  the  temperature  of  the  fluid  at  the  two  separate 
observations  on  the  specific  gravity,  it  is  desirable  to  have  a duplicate  sample 
of  the  original  urine,  without  yeast,  in  a 4 oz.  bottle,  firmly  corked,  and  kept 
beside  the  other  throughout,  so  as  to  compare  the  specific  gravity  of  the  two 
specimens  after  the  fermentation  is  over.  It  has  been  found,  empiricallj% 
that  one  degree  of  specific  gi-avity  lost  by  fennentation,  corresponds  with  one 
grain  of  sugar  per  fluid  ounce  of  urine. 

EsTLM.VTIOJI  of  the  quantity  of  sugar  from  the  SPF.CIFIC  GRAVITY  of  the 
urine  is,  at  best,  a rough  method,  as  complications  arise  from  the  presence,  in 
varying  proportions,  of  the  normal  solid  ingredients  of  the  urine.  This  source 
of  difficulty  is  relatively  greater  when  the  total  quantity  of  the  saccharine 
urine  passed  daily  is  not  e.xcessive.  A specific  gi’avity  which  is  not  excessive 
cannot,  of  course,  coincide  with  a high  proportion  of  sugar  per  ounce.  A high 
specific  gravity  with  a very  large  quantity  of  urine  (several  quarts)  may  be 
safely  taken  as  evidence  of  a high  2’roportion  of  sugar  in  diabetes.  By 
doubling  the  two  last  figures  in  the  reading  of  the  sp.  gr.  we  obtain  a rough 
estimate  of  the  number  of  grains  of  solids  per  1,000  of  urine.  (Trapi>.) 

Moore’s  Test  for  Sugar  with  Liquor  Potass.e  is  a 
favourite  method,  on  account  of  its  easy  application.  An 
equal  volume  of  urine  and  liquor  potassie  are  boiled  together, 
when  a dark  brown  colour  results  in  cases  of  diabetes.  This  is 
not  a test  suitable  for  small  quantities  of  sugar,  and  it  is  sub- 
ject to  fallacies,  especially  from  the  presence  of  lead  in  the 
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re-agent,  as  this  may  arise  from  the  bottles  used.  This  test  is 
often  of  use  in  confirming  our  opinions  in  the  absence  of  more 
reliable  appliances. 

Bismuth  Test  for  Sugar.  A solution  of  carbonate  of  soda 
is  prepared  in  the  i)roportion  of  one  part  of  the  crystals  to  three 
parts  of  water.  This  solution  is  mixed  with  a little  of  the  sus- 
pected urine  in  equal  volumes,  and  a pinch  of  the  basic  nitrate 
of  bismuth  is  then  added,  and  the  whole  boiled  : if  susar  be 
present  the  bismuth  becomes  greyish  or  blackish  from  the 
formation  of  the  suboxide  or  of  metallic  bismuth.  This 
test  is  a delicate  one,  but  is  not  available  for  quantitative 
analysis.  (In  the  absence  of  the  basic  nitrate  the  ordinary  sub- 
niti’ate  of  bismuth  may  be  employed.) 

The  Polariscope  is  available  both  for  the  qualitative  and 
quantitative  analysis  of  sugar,  provided  the  fluid  be  decolorised 
and  freed  from  any  other  ingredients  (such  as  albumen)  which 
act  on  polarised  light ; but  the  instruments  as  yet  are  rather 
troublesome  and  expensive,  at  least  in  their  accurate  foi'ms. 

ALBUMINURIA. 

The  tests  for  albumen  relied  on  in  clinical  medicine  are  two, 
and  they  should,  as  a rule,  both  be  applied,  at  least  in  all 
doubtful  cases.  They  are  (1)  Boiling,  with  the  subsequent 
addition  of  a drop  or  two  of  acetic  or  nitric  acid ; and  (2)  The 
application  of  strong  nitric  acid  to  the  cold  urine.  Yarious 
other  agents  precipitate  albumen,  and  are  used  for  special 
inquiries, — Corrosive  Sublimate,  Ferrocyanide  of  Potassium, 
Alcohol,  Etlier,  Chloroform,  Chromic  Acid,  Picric  Acid,  Car- 
bolic Acid,  &c.  Some  of  these  have  been  introduced  into 
clinical  medicine,  and  may  perhaps  be  used  occasionally  with 
advantage ; but  the  clinical  significance  of  the  precipitates 
obtained  from  some  of  them  remains  still  so  doubtful  that  we 
fall  back  with  the  more  confidence  on  the  two  methods  named 
above,  which  have  stood  the  test  of  long  experience.  It  should 
be  seen  to  that  suitable  samples  are  examined  before  pronouncing 
the  absence  of  albuminuria.  (See  p.  371.) 
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1.  Test  by  heat.  The  urine,  clear  (if  possible),  is  heated  in  a 
test  tube  to  the  boiling  point,  and  a drop  or  two  of  strong  acetic 
or  of  nitric  acid  are  then  added.  If  albumen  be  present  there  is 
a turbidity,  or  a pi-ecipitate,  which  does  not  dissolve  on  adding 
the  acid.  If  the  amount  of  albumen  be  small,  by  heating  the 
upper  half  of  the  fluid  in  the  test  tube  we  sometimes  can  demon- 
sti’ate  the  reaction  more  clearly.  If  the  urine  be  turbid  from 
urates,  these  dissolve  on  a slight  application  of  heat  to  the  whole 
cpiantity  in  the  tube  (say  98°  F.).  The  test  is  not  interfered 
with  by  this.  If  the  turbidity  of  the  urine  cannot  thus  be  got 
rid  of,  filteiing  may  be  resorted  to.  Occasionally  a degree  of 
turbidity  remains  which  interferes  with  the  delicacy  of  this  test 
for  minute  quantities  of  albumen. 

Apart  from  this,  which  is  only  a slight  imperfection,  some 
fallacies  in  the  heat  test  may  mislead  the  student.  (a.) 
Albumen  may  be  present,  but,  being  held  in  solution  by 
alkalies,  it  may  not  come  down  on  heating.  Hence  the  pro- 
priety of  trying  the  reaction  before  boiling,  and  the  necessity  of 
adding  acid  after  boiling,  before  deciding  on  the  result,  (b.)  A 
precipitate  may  form  on  heating,  somewhat  resembling  albumen, 
but  really  consisting  of  earthy  phosphates ; such  a precipitate  is 
soluble  on  adding  a little  acid,  a precaution  which  should  never 
be  neglected  in  applying  this  test,  (c.)  If  too  much  acid  be 
added  to  the  boiling  urine  in  testing  the  precipitate  which 
forms,  this  may  dissolve  even  albumen;  excess  need  not  be 
risked,  as  the  smallest  quantity  suffices  to  dissolve  earthy  phos- 
phates. {d.)  Occasionally  a minute  trace  of  nitric  acid  in  the 
test  tube  with  the  sample  of  urine  (remaining  perhaps  in  badly 
washed  test  tubes),  prevents  the  precipitation  of  albumen  on 
boiling.  Sometimes  the  addition  of  even  a little  acetic  acid  to 
the  urine  befoi’e  boiling  likewise  prevents  the  j^recipitation  of 
albumen  by  heat,  and  so  this  should  be  avoided ; even  a great 
natural  acidity  of  the  urine  itself  has  been  known  to  prevent 
the  precipitation  of  albumen  by  heat.  The  reaction  of  the  urine 
for  the  con-ect  application  of  this  test  should  be  just  slightly 
acid.  Any  acids  used  to  secure  this  must  be  applied  with 
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caution ; in  rare  cases  alkalies  must  be  used  to  neutralise  undue 
acidity. 

2.  Nitric  add  added  to  the  cold  urine  forms  a test  for  albumen 
of  great  value.  The  delicacy  of  this  test  in  pale  urines  of  low 
specific  gravity  is  quite  marvellous.  The  strong  nitiic  acid  may 
be  added  to  a small  quantity  of  urine  in  a test  tube,  ten  or 
twelve  dro2^s  of  the  acid  being  allowed  to  trickle  down  the  side 
of  the  tube ; the  test  tube  should  be  held  obliquely,  so  as  to 
avoid,  if  ^lossible,  the  commingling  of  the  fluids.  The  acid  falls 
to  the  bottom,  and  can  usually  be  recognised  from  its  different 
colour,  or  (on  shaking  it  very  gently)  from  its  obviously  dif- 
ferent s^iecific  gi’avity.  Another  way  is  to  introduce  the  nitric 
acid  first,  the  lighter  urine  being  then  poured  down  very  slowly 
and  cautiously,  so  as  to  float,  without  mixing  much  with  the 
acid.  With  either  method  albumen,  if  present  in  the  urine, 
forms  a cloud  just  above  the  level  of  the  acid;  or  if  the 
quantity  be  minute,  a ring  of  haziness  ajijjears  at  the  junction 
of  the  two  fluids.  A third  way  of  applying  this  test  is  to 
introduce  a little  nitric  acid  by  a pij)ette  (the  outside  of  the 
pijDette  being  wiped  free  from  acid)  right  down  to  the  bottom 
of  the  urine  in  the  test  tube.  All  these  methods  aim  at  getting 
the  action  of  the  acid  localised  to  a j)art  of  the  urine  without 
being  diffused  through  it.  (A  ring  of  red  colour  merely,  without 
turbidity,  at  the  junction  of  the  fluids  does  not  indicate  albumen. 
This  is  sometimes  very  marked,  and,  when  highly  develojied  on 
boiling  the  acid  and  urine  together,  constitutes  the  “ Uro- 
Inematine  su^jposed  by  Dr.  Harley  to  be  due  to  the  loss  of 
blood,  as  it  were,  in  a disguised  form.) 

Certain  fallacies  and  difficulties  beset  the  nitric  acid  test 
also : — {a.)  If  the  quantity  of  albumen  be  minute,  some  time 
occasionally  elapses  before  the  haziness  is  developed.  The 
tube  should  be  left  at  rest  for  a few  minutes  before  pronounc- 
ing that  there  is  no  haze  of  albumen,  (h.)  Occasionally,  on 
adding  nitric  acid  to  the  cold  urine,  a more  or  less  dense  pre- 
cipitate occurs,  not  from  albumen,  but  from  urates.  This 
usually  appears  first  near  the  surface  of  the  urine,  and  not  at  its 
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j auction  with  the  acid,  although  it  often  extends  that  length. 
A very  gentle  heat  suffices  to  dissolve  this  precipitate  of  urates; 
this  may  be  done  by  immersing  the  tube  in  w'urm  water;  in 
applying  heat  for  this  purpose  we  must  avoid  anything  like  a 
boiling  temperature,  as  albumen  itself  dissolves  if  boiled  with 
excess  of  nitric  acid  in  the  tube.  A further  confirmation  of 
such  a precipitate  being  due  to  urates  may  often  be  obtained  by 
getting  a similar  reaction  on  adding  a di'op  or  two  of  acetic 
acid,  as  this  does  not  precipitate  albumen  in  cold  urine. 
(Occasionally,  indeed,  an  albuminous  principle  resembling 
caseine  is  thus  precipitated  by  acetic  acid.)]  The  microscope 
may  sometimes  also  assist  us.  The  precipitate  of  amorphous 
urates  may  be  recognised  as  such  by  the  microscope ; sometimes 
crystals  of  uric  acid  are  quickly  formed,  (c.)  When  the  urine 
is  turbid,  the  delicacy  of  this  test  is  lost.  Filtering  no  doubt 
may  assist  us  in  such  a case,  but  besides  being  troublesome  it 
is  apt  to  be  imperfect  in  its  effect.  When  the  turbidity  is  due 
to  urates  (the  commonest  cause),  by  heating  very  gently,  a clear 
fluid  can  be  obtained  on  which  to  operate,  and  by  keeping  the 
tube  slightly  warm  (in  Avarm  Avater  or  in  the  Avarm  hand),  this 
clearness  may  be  maintained  long  enough  for  the  satisfactory 
application  of  the  test,  (d.)  A precipitate  formed  at  the  bottom 
of  the  acid  consisting  of  nitrate  of  urea  seldom  presents  any 
difficulty  in  distinguishing  it  from  albumen ; it  is  crystalline, 
readily  soluble  at  a very  gentle  heat,  and  usually  it  takes  a 
long  time  to  form,  although  it  sometimes  appears  in  a fcAv 
minutes  Avhen  the  urine  is  loaded  with  urea. 

The  quantity  of  albumen  may  be  roughly  estimated  by  judging  of  the  extent 
of  the  precipitate  formed  on  boiling,  especially  after  it  has  been  allowed  to- 
subside  in  the  tube  for  a definite  time  (say  twenty-four  hours) : its  amount 
may  be  thus  estimated  at  a half,  a fourth,  an  eighth,  &c.  Sometimes  the 
quantity  is  indicated  by  saying  a “trace”  of  albumen,  or  “slight,”  or 
moderate,’  or  “large”  amounts,  as  the  case  may  be;  or  that  the  urine  is 
solidified  on  heating.  Such  indications  are  of  clinical  importance,  but  the 
estimate  thus  made  has  little  chemical  value.  The  estimation  by  precipita- 
tion and  weighing  is  so  troublesome  as  to  be  i>ractically  unavailable  in 
clinical  medicine. 

The  quantitative  determination  of  albumen  by  nitric  acid,  as  proposed  by  Dr. 
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William  Roberts,  is  based  on  the  fact  that  the  reaction  with  this  test  takes 
longer  to  show  itself  in  proportion  as  the  albuminous  solution  is  dUute. 
Indeed,  in  very  slight  degrees  of  albuminuria  several  minutes  are  required 
to  bring  out  the  haze  with  nitric  acid.  The  test  consists  in  diluting  an  albu- 
minous°urine  to  such  an  extent  that  the  haze  becomes  perceptible  in  a definite 
time,  when  a definite  quantity  of  urine  is  treated  with  a definite  quantity  of 
nitric  acid,  in  a tube  of  a definite  width.  The  quantity  used  is  5 cubic  centi- 
meters of  the  fluid  in  a test  tube  ftli  of  an  inch  (15  mm.)  in  its  internal  dia- 
meter; the  nitric  acid  is  applied  by  a pipette  drawn  to  a point,  holding  10  or  12 
minims  when  immersed  to  the  depth  of  2 inches;  the  acid  is  discharged  against 
the  side  of  the  tube  while  it  is  held  at  an  angle  so  as  to  prevent  any  mixing  of 
the  fluids:  the  dilution  aimed  at  is  such  as  to  give  rise  to  a haze  appearing  not 
sooner  than  35  seconds  and  not  later  than  45  seconds.  The  tube  must  be  held  up 
to  the  daylight  and  watched  carefully  with  some  black  object,  such  as  a coat 
sleeve,  in  the  vicinity.  If  the  reaction  appears  before  30  seconds,  more  dilu- 
tion is  required  ; if  not  till  after  45  seconds,  less  dilution  must  be  employed. 

A drachm  measure  for  the  urine  and  a pint  measure  for  the  water  serve  the 
purpose  of  diluting,  and  these  fluids  must  of  course  be  well  mixed.  If  higher 
dilutions  are  required,  the  drachm  of  urine  may  first  be  mixed  with  one  or 
two  volumes  of  water  before  the  further  dilution  in  the  pint  measure  is 
begun.  One  or  two  rough  experiments  before  beginning  careful  dilution  may 
guide  us  as  to  the  number  of  volumes  with  which  we  should  begin.  Most 
albuminous  urines  can  stand  at  least  one  volume  of  water  being  added,  so  as 
to  give  this  reaction  in  the  time  named  (35—45  seconds) ; some  may  require  as 
much  as  200  or  even  300  volumes  of  water  to  bring  them  to  the  necessary 
state  of  dilution,  The  state  of  dilution  required  for  the  reaction  within  the 
time  named  is  termed  the  “zero  ” ; each  volume  of  water  required  to  be  added 
is  termed  a “ degree”  of  this  scale.  The  value  of  each  degree  was  calculated 
by  the  balance  to  be  equivalent  to  0'0034  per  cent,  of  albumen.  If  then  a 
urine  showed  250  degrees  of  albumen  we  multiply  by  this  fraction  ; thus 
250  x 0 ‘0034=0 '85  per  cent,  of  albumen;  if  we  wish  to  calculate  the  total 
loss  of  albumen  per  day,  we  multiply  the  number  of  ounces  passed  by  the 
437^  grains  contained  in  an  avoirdupois  ounce,  multiply  this  again  by  0 85  (as 
determined  above)  and  divide  by  100  : this  gives  the  answer  in  grains  of  dry 
albumen. 

In  applying  this  method  we  must,  of  course,  obtain  a proper  sample  of  the 
whole  urine  passed  in  the  twenty-four  hours. 

In  addition  to  the  estimation  of  the  total  albumen  passed  in  a day,  this 
method  supplies  by  its  varying  scale  of  degrees  some  definite  figures  instead 
of  vague  expressions  as  to  the  abundance  of  albumen  in  urine,  as  “20 
degrees,”  “60  degrees,”  “100  degrees,”  “200  degrees,”  &c.  (See  Medico- 
■Chirurgical  Transactions,  vol.  LIX.  London,  1876.) 

The  Clinical  Significance  of  Albuminuria  is  very  vari- 
able; it  is  sometimes  of  the  utmost  importance  in  diagnosis, 
and  at  other  times  of  scarcely  any  account. 


SIGNIFICANCE  OF  ALBUMINURIA. 


387 


IfVien  due  to  the  j)resence  of  blood,  j^us,  dbc.  (as  revealed  by 
the  microscope),  the  clinical  significance  of  the  albumen  turns 
of  course  on  the  significance  of  these  ingredients,  and  must 
be  considered  under  these  headings.  Sometimes,  however,  the 
amount  of  albumen  seems  out  of  proportion  to  the  amount  of 
blood,  or  pus  contained  in  the  sample : in  such  cases  the  want 
of  a good  quantitative  test  for  albumen  is  much  felt,  but 
an  experienced  eye  can  usually  judge  jmetty  safely  from  a 
considei’ation  of  the  variations  noticed  with  different  quan- 
tities of  pus  or  blood.  Sometimes  ob^dous  variations  in  the 
blood-colour  in  different  samples  from  the  same  case,  with 
but  little  change  in  the  quantity  of  albumen  precipitated 
on  heating,  leaves  no  doubt  as  to  the  existence  of  album- 
inuria, apart  from,  and  in  addition  to,  the  blood  and  pus 
jjresent. 

Many  acute  febrile  diseases  often  give  xdse  to  albuminuria  for 
short  periods,  without  the  diagnosis  or  prognosis  being  seriously 
affected  thereby.  In  typhus  and  enteric  fevers,  small-pox, 
diphtheria  and  malignant  sox'e  throat,  erysipelas,  pneumonia, 
pleurisy,  pericarditis,  acute  rheumatism,  meningitis,  acute  tuber- 
culosis, puerperal  fever,  and  acute  suppurations  of  various 
kinds,  albuminuria  is  often  detected,  but  it  must  be  regarded 
as  one  of  the  features  of  the  general  disturbance,  rather  than  a 
symptom  with  local  significance. 

After  the  primary  fever  of  scarlatina  and  occasionally  after 
sraall-pox,  enteric  fever  and  erysipelas,  albuminuria  is  observed 
as  a recognised  sequela.  In  the  case  of  scarlatina  indeed,  it 
may  be  said  to  be  of  habitual  occurrence,  and  when  it  appears 
in  a member  of  a family  affected  with  this  disease,  or  when 
conjoined  in  the  individual  himself  with  desquamation  of  the 
cuticle,  arthritic  pains,  hydrothorax  and  other  well-known 
sequelje  of  scarlatina,  it  often  enables  us  to  recognise  an  attack 
of  scarlet  fever  in  a patient  who  would  not  otherwise  be  supposed 
to  have  been  so  affected. 

In  pregnancy  and  the  ptierperral  state  albuminuria  is  not 
infrequent,  and  although  not  necessarily  of  grave  import,  it  is 
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always  significant  of  jwssible  clangers  (convulsions  during  labour, 
chronic  renal  disease,  <fec.). 

Chronic  chest  complaints  are  often  complicated  with  albumin- 
uiia,  and  this  has  great  importance  as  regards  prognosis  (chronic 
bix>nchitis,  emphysema,  chronic  pneumonia,  pleurisy,  or  em- 
pyema, heart  disease,  aneurism,  mediastinal  tumoiu’s,  etc.). 
Sometimes  in  such  cases  the  albuminuria  is  only  one  of  the 
indications  of  a general  venous  congestion  which  may  pass  off 
quickly ; sometimes  of  a nephritis  established  through  the  long 
continuance  of  this  renal  congestion ; sometimes,  on  the  other 
hand,  the  renal  disease,  of  which  albuminuria  is  the  sign,  may 
be  justly  regarded  as  the  primary  fact,  and  the  thoracic  aflection 
as  a complication. 

In  all  dropsies  the  presence  or  absence  of  albumen  is  impor- 
tant. Occasionally  genuine  renal  drojisy  exists  without  albu- 
minuria, but  this  is  so  rare  as  to  make  such  a diagnosis  improb- 
able, or,  at  least,  it  demands  very  special  proof.  Albuminuria, 
on  the  other  hand,  may  be  regarded  as  pi'esumptive  proof  of  a 
renal  origin  for  the  dropsy,  in  whole  or  in  part,  but  it  may  be 
secondary  as  just  explained,  to  general  venous  obstruction  due 
to  cardiac,  hepatic,  or  ovarian  disease,  or  to  dropsy  of  the 
peritoneum,  or  any  other  cause  giving  rise  to  direct  pressure  on 
the  renal  veins. 

In  acute  or  chronic  renal  disease  of  all  kinds,  whether  with 
or  without  dropsy,  the  detection  of  albuminuria  is  of  the  greatest 
value : concurrent  evidence  from  the  presence  of  renal  deriva- 
tives in  the  urine  (tube-casts,  epithelium,  kc.),  from  altei*ations 
in  the  specific  gravity  and  the  quantity  of  the  secretion,  and 
from  the  general  features  of  the  case,  may  come  in  here  to  help 
the  diagnosis. 

In  nervous  diseases,  the  existence  of  albuminuria  is  of  impor- 
tance, but  the  nature  of  its  connection  with  such  cases  is  variable. 
Sometimes  the  nervous  affection  is  a tolerably  direct  manifesta- 
tion of  the  renal  disease  (urajmic  convulsions,  coma,  blindness, 
or  delirium)  : sometimes  the  nervous  affection  is  due  to  organic 
changes  associated  with  the  renal  disease  (hemiidegia  due  to 
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cerebral  Ljcmorrhage  associated  with  hypertrophy  of  the  lieart 
and  disease  of  the  kidney).  At  other  times,  albuminuria  may 
be  regarded  as  an  effect  of  the  nervous  disease,  as  in  the  tem- 
porary albuminuria  due  to  an  epileptic  or  other  convulsive  fit, 
or  as  in  the  albuminuria  produced  by  certain  forms  of  inflamma- 
tion, tumoui*,  or  other  lesion  of  the  brain. 

In  many  chronic  and  constitutional  affections  we  must  watch 
for  albuminuria:  phthisis,  syphilis,  scrofulous  disease  of  the 
joints  and  bones,  and  profuse  suppurations  generally,  are  often 
associated  with  albuminuria  due  to  lardaceous  degeneration  of 
the  kidneys.  Cases  of  chronic  indigestion  and  dei)vessed  states 
of  the  health,  with  habitually  alkaline  urine,  or  with  ]‘)ersistent 
deposits  of  oxalate  of  lime,  gouty  attacks  and  the  like,  must  be 
particularly  watched  in  respect  of  this  symptom,  both  because 
of  the  frecpient  complication  of  such  cases  with  albuminuria, 
and  because  symptoms  of  the  class  just  indicated  are  often  the 
earliest  manifestations  of  renal  disease.  Other  chronic  diseases 
as  diabetes,  jaundice,  cancer,  exophthalmic  goitre,  and  lead 
poisoning  are  often  complicated  with  albuminuria. 

Remedial  agents,  especially  blistei's.  may  give  rise  to  a tran- 
sient albuminuria,  sometimes  with,  sometimes  without  hajma- 
turia  and  strangury. 

In  the  midst  of  so  many  possible  sources  of  albumen  in  the 
urine  we  must  fall  back  on  the  general  symptoms  and  features 
of  the  complaint  to  guide  our  diagnosis ; and  in  particular,  we 
must  have  regard  to  the  persistence  and  to  the  quantity  of 
the  albumen,  and  to  other  evidence  of  derangements  in  the 
urine,  as  respects  its  quantity,  its  si)ecific  gravity,  its  colour, 
and  the  presence  of  tube-casts,  renal  or  other  epithelium,  pus, 
blood,  crystals,  parasites,  (kc. 

BLOOD  IN  THE  URINE 

is  always  to  be  regarded  as  important.  Sometimes  its  appear- 
ance is  so  far  accidental : thus  the  jiossibility  of  the  admixture 
of  menstrual  blood  with  the  urine,  or  of  slight  bleeding  from 
the  use  of  the  catheter,  must  be  borne  in  mind ; the  possible 
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existence  of  more  sei’ious  injuries  to  the  genito-urinary  organs 
must  not  be  ignored,  although  these  do  not  belong  to  purely 
medical  practice. 

Blood  in  the  urine  can  often  be  recognised  by  the  eye  as 
giving  a dingy  or  smoky  tint  to  the  urine,  especially  Avhen  the 
blood  comes  from  the  kidney  and  is  intimately  mixed  with  it. 
Sometimes  it  has  a darker  hue  resembling  chocolate.  All 
gradations  of  red  and  florid  blood-colour,  with  or  without 
clots,  may  be  found,  especially  when  the  blood  comes  from  the 
pehds  of  the  kidney,  the  iireter,  or  bladder.  When  the  blood 
is  present  in  any  distinct  quantity  the  existence  of  an  albumin- 
ous reaction  may  be  calculated  on  with  certainty,  and  the 
presence  of  this  may  serve  to  confirm  our  suspicion  of  blood, 
while  the  absence  of  albumen  should  make  us  suspect  some 
fallacy  as  to  the  blood-tint.  Occasionally,  howeA’^er,  the  appeai’- 
ance  of  a very  distinct  blood-colour  may  co-exist  A\dth  the 


merest  ti'ace  of  albumen  ; indeed,  it  may  happen  that  a reduction 
in  the  amount  of  albumen  coincides  Avith  the  appearance  of 
blood  in  the  lu-ine  in  very  distinct  quantity.  The  microscope 
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assists  the  diagnosis  of  hsematuria  by  determining  the  presence 
or  absence  of  blood  corpuscles,  and  these  may  often  be  seen  in 
cases  in  which  no  albumen  can  be  detected  by  the  tests.  The 
red  blood  corpuscles  are  recognised  by  their  size  being  smaller 
than  that  of  pus,  or  mucus,  or  white  blood  corpuscles,  and  by 
their  having  the  double  outline  due  to  the  biconcave  character 
of  the  discs  (Fig.  44,  b).  It  frequently  happens,  however, 
that  the  discs  are  swollen  up,  by  absorption  of  fluid,  into  a 
globular  form,  and  this  peculiarity  is  consequently  lost : occa- 
sionally their  edges  are  serrated  from  similar  physical  causes 
(Fig.  44, a,  J).  Sometimes  the  corpuscles  are  so  disintegrated  that 
they  cannot  be  seen,  although  the  colouring  matter  is  abundantly 
present  in  the  urine ; in  such  cases  there  may  be  chocolate 
coloured  clots  in  the  sediment : in  these  cases  the  presence  of 
albumen  in  quantity  assists  us  (Tlaimatinuria).  A fallacy  is  not 
unfrequently  presented  by  globular  vegetable  spores  closely 
simulating  the  microscopic  appearance  of  red  blood  corpuscles. 

A chemical  test  for  blood  (and  for  haemoglobin),  by  means 
of  guaiac,  is  sometimes  of  value,  although  subject  to  fallacies  of 
its  own.  Two  or  three  drops  of  the  urine  are  placed  in  a test 
tube,  a single  drop  of  tincture  of  guaiac  is  added,  and  a few 
di’ops  of  ozonic  ether  are  then  shaken  up  Avith  the  Avhole.  The 
ether  dissolves  the  precipitated  resin,  or  goes  to  the  surface  and 
carries  up  Avith  it  a distinct  bluish  colour  if  blood  be  present. 
It  is  alleged  that  this  reaction  can  also  be  obtained  from  minute 
traces  of  hremoglobin  in  the  urine,  even  before  the  albumen 
appears,  in  scarlatinal  dropsies.  This  test  is  sometimes  applied 
by  means  of  Avhite  bibulous  paper  dipped  in  the  urine,  the 
guaiac  and  ozonic  ether  being  subseqtiently  applied  to  the  paper 
Avhen  it  has  dried.  If  this  method  be  folloAved,  the  paper  itself 
must  first  be  tested  Avith  imre  Avater,  as  some  papers  give  a 
misleading  reaction  j high-coloured  urine,  from  bile,  may  also 
mislead. 

Clinical  Significance  of  HiEMATURiA. — The  appearance  of 
blood  in  the  urine  (apart  from  the  accidental  contaminations 
from  the  A'agina,  &c.,  already  referred  to)  points  either  to  some 
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genei’al  disease,  attended  with  bleeding,  as  in  the  case  of  pur- 
pura, scurvy,  or  of  some  forms  of  disease  affecting  the  blood- 
vessels generally;  or  it  may  be  due  to  the  operation  of  some 
poisonous  agency  acting  specially  on  the  kidneys, — such  as  can- 
tharides,  turpentine,  creasote,  and  alcohol;  or  to  some  local 
affection  of  the  urinary  organs  and  passages  themselves, — such 
as  inflammation  of  the  bladder  or  kidneys,  cancer  of  these 
organs,  parasitic  disease  of  the  kidney,  renal  embolism,  calculus 
of  the  kidney  or  bladder ; occasionally  it  is  due  to  the  extension 
or  bursting  of  abscesses,  cysts,  &c.,  into  some  part  of  the  urinaiy 
tract  from  adjacent  structures. 

The  further  discrimination  of  such  cases  turns  on  the  aspect 
of  the  blood,  whether  intimately  mixed  with  the  urine,  or  florid, 
or  in  clots ; whether  passed  chiefly  with  the  first  or  the  second 
half  of  the  urine  at  a given  time  ; whether  associated  with  an 
excess  of  mucus  or  mingled  with  pus,  and  if  so,  whether  the 
pus  is  extremely  variable  in  amount  at  different  times,  whether 
the  reaction  of  the  urine  is  habitually  acid  or  alkaline  ■when 
passed,  and  whether  any  urinary  gravel,  microscopic  calculi, 
tube-casts,  or  parasites,  are  present  in  the  sediment.  The  kind 
of  epithelium  found  along  with  the  blood  is  often  of  consequence, 
if  we  can  recognise  it  as  renal  or  vesical,  or  as  coming  from  the 
pelvis  of  the  kidney  or  the  ureter.  The  quantity  and  specific 
gravity  of  the  urine,  likewise,  assist  in  determining  the  i^resence 
of  acute  or  chronic  disease  of  the  secreting  pai'ts  of  the  kidney. 
The  detection  of  tube-casts  in  a bloody  urine  always  points  to  a 
renal  element  in  the  case,  biit  it  is  quite  possible  that  even  in 
such  cases  the  bladder  may  be  responsible  for  most  of  the  mis- 
chief, for  the  renal  affection  may  be  secondary  to  disease  working 
its  way  back  from  the  uretln*a  and  bladder.  Again,  if  Ave  can 
satisfy  ourselves  that  there  is  more  albumen  in  the  urine  than 
can  be  accounted  for  by  the  blood  present,  this  also  points  to  a 
renal  affection.  Of  course,  the  general  symptoms  of  the  case 
must  be  strictly  inquired  into,  especially  as  to  pain,  its  site,  its 
area  of  distribution,  whether  over  the  pubes,  in  the  lumbar  and 
saci’al  regions,  in  the  thighs,  the  region  of  the  ureters,  or  in  the 
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penis,  and  testicles ; the  relationship  of  the  pain  to  the  act  of 
micturition,  or  to  any  sui^posed  cause  of  its  development,  must 
also  be  considered.  (A  surgical  examination  of  the  urethra, 
prostate,  and  bladder  is  often  demanded  to  settle  the  questions 
here  raised,  at  least  in  cases  of  persistent  or  frequently-recurring 
haematuria,  associated  with  painful  micturition.)  The  occur- 
rence of  shiverings,  the  circumstances  under  Avhich  the  hjema- 
turia  appeared, — whether  after  scarlatina,  or  in  the  course  of 
chronic  or  acute  renal  diseases,  or  associated  with  hmraorrhages 
elsewhere,  or  after  a fit  of  drinking,  or  in  connection  with  the 
use  of  special  drugs,  or  after  injuries  to  the  parts,  or  in  connec- 
tion with  renal  colic  or  tumour,  and  tenderness  in  the  loins, — 
all  these  must  be  inquired  into ; their  special  significance  must 
be  sought  for  in  the  description  of  urinary  diseases  in  the  text 
books. 


PUS  IN  THE  URINE 

occurs  sometimes  as  a microscope  deposit  only  ; at  other  times 
it  appeai-s  in  sufficient  quantity  to  present  a very  distinct  and 
even  a bulky  sediment.  In  such  cases  it  may  often  be  recog- 
nised by  the  naked  eye,  but  it  is  apt  to  be  confounded  with 
phosphatic  deposits  (especially  as  it  often  exists  along  with  them), 
and  it  may  be  confused  with  white  urates.  Liquor  potassie, 
as  a re-agent,  may  often  assist  in  the  discrimination  ; for  urates 
are  dissolved  by  this  agent,  phosphates  are  but  little  affected  or 
are  rendered  more  dense  by  it,  while  pus  becomes  ropy  or  gela- 
tinous on  the  addition  of  an  equal  bulk  of  liquor  potassie  to  the 
puiulent  deposit  j the  impossibility  of  pouring  out  such  a 
mixture  drop  by  drop  is  good  evidence  of  this  ro|)iness.  Some- 
times the  pus  assumes  this  ropy  character  soon  after  the  urine 
is  passed  j this  is  due  to  the  dev^elopment  of  ammonia,  which 
acts  on  pus  in  much  the  same  way  as  liquor  potassie  does  j 
sometimes  the  ropiness  exists  when  the  urine  is  passed,  from 
the  ammoniacal  decomposition  going  on  within  the  bladder 
itself.  The  microscope  is  useful  in  i-evealing  the  presence  of 
pus  corpiLScles ; these  when  seen  may  be  further  tested  by  the 
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addition  of  dilute  acetic  acid,  which  clears  up  the  granular  con- 
tents and  brings  out  the  tripartite  nucleu.s.  (See  Fig.  45.)  Other 
white  cells  ai'e  often  found  in  urinary  sediments  which  can  scarcely 
be  distinguished  from  pus  ; the  white  corpuscles  of  the  blood, 
mucus  corjjuscles,  inflammatory  corpuscles  (leucocytes),  and  even 
altered  renal  epithelium,  all  resemble  pus  so  closely  as  to  be  at 
times  indistinguishable  from  it.  We  may  judge  of  the  probability 


of  such  cells  being  white  blood  corpuscles  by  the  presence  or 
absence  of  the  red  corpuscles  ; of  their  being  mucus  corpuscles 
by  the  mucous  a^jpearance  or  otherwise  of  the  sediment;  renal 
epithelial  cells  are  usually  larger  than  jius,  and  the  action  of 
acetic  acid  sometimes  assists  in  various  doubtful  cases.  The 
reaction  of  purulent  urine,  when  of  i-enal  origin,  is  usually  dis- 
tinctly acid  (if  tested  immediately  on  being  passed),  even  in 
long-standing  suppuration;  it  is  usually  alkaline  and  amnioniacal 
in  long-standing  suppuration  from  the  bladder.  When  of  renal 
origin,  the  deposit  of  pus  in  the  urine  glass  is  often  vei*y 
distinctly  demai’cated  from  the  supernatant  fluid  ; in  vesical  su]> 
puration,  whether  from  calculous  irritation  or  not,  it  is  usually 
more  diffused  and  mingled  with  mucus  ; in  both  cases  it  may  be 
mingled  with  blood  in  various  degrees  and  ways.  In  renal  sup- 
puration, the  blood  when  jmesent  usually  lies  as  a distinct  layer 


Fig.  4.?.— Pus  coi-puscles.  a.  Without  reagents : b.  After 
the  addition  of  acetic  acid.  (Dr.  Wm.  Koberts.) 
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on  the  top  of  the  pus;  in  vesical  cases,  the  blood  is  often  more 
mi-xed  up  with  the  mucus  and  pus.  Sounding  of  the  bladder  is 
imperatively  called  for  in  all  doubtful  cases  with  bladder 
symptoms.  The  co-existence  of  mucus,  of  fibrous  shreds,  of 
crystals  of  various  kinds,  and  of  epithelium  from  the  kidney, 
ureter,  bladder,  or  urethra,  is  sometimes  of  great  value  in 
judging  of  the  oi’igiu  of  the  pus.  If  much  scaly  epithelium 
from  the  vagina  be  present,  leucorrhceal  contamination  should  at 
once  be  suspected,  and  the  use  of  the  catheter  may  be  required 
to  overcome  the  difficulty  of  this  admixture.  Sometimes  in  the 
male,  instructive  hints  may  be  gathered  from  the  relative 
abundance  of  pus  in  the  first  half  of  the  urine  as  compared  with 
the  second,  from  a single  act  of  micturition;  any  pus  in 
the  urethra  is  naturally  washed  away  with  the  first  half  of  the 
urine,  while  if  the  seat  of  suppuration  be  in  the  bladder, 
it  is  rather  more  abundant  in  tlie  second  half,  and  may  be  more 
contaminated  with  blood.  In  suppiu’ation  from  a dilated  kidney 
the  quantity  of  2^us  often  varies  in  a remarkable  way  at  difierent 
acts  of  micturition,  and  some  information  may  be  gained 
by  procuring  a series  of  samjdes  in  separate  glasses.  Albumen 
can  be  made  out  by  the  tests  in  all  cases  of  excessively  purulent 
urine — from  the  presence  of  the  pus  itself ; but  when  we 
can  make  out  a greater  amount  of  albumen  than  the  pus 
can  well  account  for,  there  is  a strong  case  for  the  renal  origin 
of  the  complaint;  we  may  find,  for  examjile,  the  same  quantity 
of  albumen  present  in  various  samples,  although  the  pus 
may  vary  gi'eatly  and  may  even  reach  an  insignificant  amount 
in  certain  specimens.  It  is,  however,  often  very  difficult, 
or  even  quite  impossible,  to  get  clear  evidence  of  this,  and 
when  blood  as  well  as  pus  is  jmesent,  the  determination  of 
an  independent  albuminuria,  in  addition  to  these,  becomes 
impossible.  As  already  explained  in  the  case  of  hajinaturia,  the 
detection  of  tube-casts  is  of  great  value  in  determining  the  pre- 
sence of  renal  mischief  of  some  kind  ; but  these  casts  are  found 
in  cases  of  renal  ii’ritation  from  calculus  and  gravel  as 
well  as  in  Bright’s  disease  and  the  other  destructive  lesions  of 
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the  kidney.  A tumour  in  the  loins,  when  present,  often  indi- 
cates for  us  the  source  of  the  pus  in  the  urine  (pyonephrosis) ; 
and  the  kind  of  crystals  found  in  the  sediment  may  guide  us  to 
a diagnosis  of  the  nature  of  the  concretion  in  cases  of  calculous 
pyelitis,  and  of  stone  in  the  bladder. 

The  Clinical  Significance  of  Pus  in  the  Urine  re- 
sembles somewhat  that  of  luematuria,  and  it  is  equally  varied. 
It  may  follow  acute  renal  inflammation,  and  it  often  appears 
in  cases  characterised  by  copious  albuminuria  and  in  cases  of 
Bright’s  disease  following  fevers  and  iiartui’ition.  It  occurs 
also  in  renal  embolism.  As  already  indicated,  the  pus  may 
proceed  from  abscesses  in  the  substance  of  the  kidney,  or  from 
suppuration  of  its  pelvis,  due  to  calculus,  or  to  secondary 
mischief  working  its  way  back  from  the  bladder  or  urethra. 
Pelvic  and  other  abscesses  opening  into  the  urinary  tracts, 
cystitis,  whether  of  calculous  or  paralytic  origin,  cancer  of  the 
bladder,  inflammation  and  suppuration  of  the  prostate,  gonor- 
rhoea, and  gleet,  whether  recent  or  of  old  standing,  may  all  give 
rise  to  purulent  urine.  Accidental  contamination  from  lochial 
nr  leucorrhoeal  discharges  must  also  be  remembered  as  a pos- 
sibility. 

RENAL  TUBE-CASTS 

should  always  be  searched  for  in  cases  of  albuminuria.  They 
are  present  in  the  great  majority  of  cases  in  which  the  albumen 
has  a renal  origin,  but  they  are  occasionally  so  scanty  as  to  be 
difficult  of  detection.  The  specimen  of  urine  examined  for  this 
purpose  should  have  had  time  to  settle  thoroughly,  or  for 
•sevei’al  hours  at  least:  the  supernatant  fluid  should  be  cautiously 
poured  off  in  such  a way  as  not  to  disturb  the  deposit,  or,  if  we 
have  any  further  occasion  for  it,  some  of  the  sediment  may  be 
removed  from  the  bottom  by  the  pipette,  and  a drop  placed  on 
A slide  with  a cover  glass  may  be  examined  microscopically 
with  a quarter-inch  lens.  This  suffices  when  the  casts  are 
moderately  abundant,  the  only  precautions  required  being  care- 
ful illumination  and  focussing.  Many  casts  are  so  transparent 
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as  to  be  almost  invisible  in  a strong  light,  and  some  shading,  by- 
moving  the  mirror,  may  be  required  to  allow  of  theii'  being 
caught  by  the  eye.  When  scanty,  a good  plan  is  to  j?ut  several 
drops  of  the  sediment  in  a shallow  cell  with  a cover  glass,  and 
examine  with  a low  power  (half-inch  objective);  or  to  place  a 
drop  or  two  of  the  sediment  on  a slide,  spread  it  out  (without  a 
cover  glass),  and  pass  the  whole  rapidly  in  review.  If  a doubt- 
ful structure  is  seen,  requiring  a higher  power,  it  can  be  placed 
quite  in  the  centre  of  the  field,  and  the  stronger  lens  brought 
down  upon  it ; or,  as  the  object  glass  is  thus  apt  to  dip  into  the 
fiuid,  an  attempt  may  be  made  to  i)lace  a cover  glass  over  the 
doubtful  structure,  and  after  finding  it  as  before  with  the  low 
])Ower,  we  may  come  down  upon  it  with  a stronger  lens  to 
define  its  character.  In  this  way  several  drops  of  the  sediment 
may  be  examined  in  rapid  succession,  and  tube-casts  detected 
which  would  otherwise  have  escaped  notice.  By  filling  the 
pipette  with  the  sediment,  and  allowing  it  to  settle,  either 
by  plugging  the  upper  opening  or  by  leaving  it  to  stand  in  the 
urine,  we  sometimes  obtain  a better  specimen  for  microscopic 
examination  when  the  sediment  is  scanty  and  the  tube-casts 
few  in  number.  In  other  cases  again,  where  the  field  is 
crowded  with  cellular  or  other  objects,  dilution  with  a little 
water  facilitates  the  search  for  casts.  If  pipettes  ai-e  used,  care 
must  be  taken  to  have  them  well  cleaned ; owing  to  the  uncer- 
tainty attending  this  cleansing  of  narrow  tubes,  it  is  often  better 
to  pour  off  the  urine  and  examine  a drop  of  the  deposit  placed 
directly  on  the  slide.  Shreds  of  mucus,  aggregations  of  the 
amorphous  gramdes  of  urates,  and  vegetable  growths  sometimes 
assume  forms  which  simulate  tube-casts. 

Tube-casts  are  of  very  various  sizes,  both  as  regards  length 
and  breadth.  When  of  large  diameter  this  should  be  noted,  as 
it  is  a point  of  some  importance,  as  indicating  a certain  dilata- 
tion of  the  renal  tubules.  They  may  be  (1)  perfectly  “ hyaline,” 
f.e.,  clear,  tran.sparent,  and  empty  (see  Fig.  46) ; (2)  they  may 
be  packed  full  of  rows  of  renal  epithelial  cells — “epithelial 
casts”  (see  Fig.  47,  «) ; (3)  the  cells  thus  contained  may'  be 
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Fig.  46. — Hy.aline,  or  waxy  casts,  a,  From  a case  of  chronic 
Bright’s  Disease  of  eight  months’  dui-ation.  b,  From  a case  of  chronic 
Bright’s  Disease  (large  white  kidney),  c,  From  a case  of  chronic 
Bright’s  Disease  (contracted  kidney,  with  fatty  degeneration).  (Dr. 
Wm.  Roberta.) 


Fig.  47.— <1,  Epithelial  casts,  b.  Opaque  gr.anular  casts,  from  a case 
of  acute  Bright’s  Disease.  (Dr.  Win.  Roberts.) 
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quite  fatty,  with  obvious  oily  globules  within  them,  or  such 
globules  may  lie  within  the  cast — “oily  or  fatty  casts”  (see 
Fig.  48,  a) ; (4)  the  fatty  element  may  be  in  such  a minute 
state  of  division  as  to  present  only  a dark  granular  appearance 
— “granular  casts”  (see  Fig.  47,  d).  Various  stages  or  grada- 


tions of  these  four  varieties  are  met  with,  sometimes  even  in 
different  parts  of  the  same  cast.  In  addition  to  these  (5)  the 
casts  may  contain  blood  corpuscles,  and  sometimes  the  colouring 
matter  only  of  the  blood— “ blood  casts  ” (see  Fig.  48,  b)  ; and 
in  the  same  way  (6)  “ pus  casts  ” are  sometimes  seen.  In 
estimating  the  significance  of  these  different  kinds  of  casts  too 
much  importance  should  not  be  attached  to  a single  specimen' 
the  character  of  the  majority  of  the  casts  should  rather  be  kept 
in  view. 

The  Clinical  Significance  of  Tube-Casts  is  sometimes 
considerable,  not  only  in  the  differentiation  of  vai-ious  forms  of 
renal  disease,  but  as  indicating  the  actual  existence  of  a renal 
affection  in  cases  involved  in  doubt.  Thus,  in  bloody  or  pui-ulent 
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urine  (as  explained  under  tliese  headings),  where  the  origin  of 
the  blood  or  pus  is  obscure,  the  existence  of  tube-casts  clearly 
points  to  a renal  element  in  the  case,  wherever  the  blood  may 
come  from.  It  does  not,  however,  imply  the  existence  of 
Bright’s  disease,  as  renal  tube-casts  may  be  associated  with  the 
irritation,  arising  from  a calculus,  and  they  are  then  sometimes 
found  with  blood  and  crystals,  but  not  necessarily  with  either. 
Tube-casts  are  found  in  jaundiced  urine,  quite  apart  from  any 
serious  renal  affections,  and,  as  a rule,  ajiart  even  from  album- 
inuria. With  regard  to  the  different  kinds  of  casts  we  may 
say,  in  a rough  way,  that  epithelial  casts  and  blood-casts  are 
found  in  the  earliest  stages  of  an  acute  nej^hritis,  but  very 
soon  thereafter  we  obtain  hyaline  casts  as  the  predominating 
type,  and  when  the  inflammatory  process  has  gone  on  to  pro- 
duce fatty  changes  in  the  epithelium,  these  changes  are 
reflected  in  the  tube-casts.  Granular  casts  are  found  in  ad- 
vanced cases  of  chronic  disease  of  the  kidneys.  Hyaline  casts 
occur  both  in  recent  and  old  cases.  Tube-casts,  as  a rule,  are 
abundant  in  cases  of  acute  desquamative  nephritis,  less  abun- 
dant in  the  more  chronic  forms,  and  usually  scanty  in  the 
lardaceous  form  of  renal  disease.  The  exact  forms  of  albumin- 
uria, of  renal  origin,  in  which  tube-casts  are  really  absent,  can- 
not be  strictly  deflned;  but  when  inflammatory  changes  are 
absent,  mere  congestion  probably  gives  rise  to  but  few  casts 
(transient  passive  congestion,  exophthalmic  goitre,  &c.).  There 
is  reason  to  believe  that  a tube-cast  may  occasionally  be  detected 
in  urine  which  is  practically  normal. 

EPITHELIUM 

of  various  kinds  is  often  found  in  urinary  sediments  on  mici’o- 
scopic  examination,  and  it  is  of  great  importance  to  determine 
its  character,  and  if  possible  its  origin.  Renal  epithelium  lying 
loose  is  recognised  as  being  somewhat  globulai-,  and  it  can  some- 
times be  compared  with  ei^ithelium  contained  within  tube  casts 
in  the  same  microscopic  field.  (See  Fig.  47,  a.')  Occasionally 
it  resembles  pus  corpuscles,  and  can  scarcely  be  discriminated 
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from  them.  Its  presence  forms  an  important  element  in  the 
diagnosis  of  desquamative  nephritis  both  acute  and  chronic.  It 


Fig.  50.  Epithelial  cells  from  the  bladder,  ureter,  and  pelvis  of  the 
kidney.  (Dr.  Wm.  Roberts.) 

2 c 
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undergoes  various  changes,  the  cells  appearing  atrophied,  or 
gi’anular,  or  distinctly  fatty.  Sometimes  large  granular  cor- 
puscles are  found  along  with  fatty  epithelium  : these  corpuscles 
indeed  are  themselves  probably  altered  epithelial  cells.  Changes 
of  this  kind  in  the  epithelium  shed  from  the  kidneys  are  very 
suggestive  of  the  processes  going  on  in  these  organs.  (See 
Fig.  49.) 

Cells  from  the  bladder  often  appear  as  gi’oups  of  tesselated 
epithelial  cells  of  circular  form  : sometimes  they  are  pyramidal. 
(See  Fig.  50.) 


Fig.  51.— Vaginal  epithelium  in  the  urine.  (Dr.  Wm.  Roberts.) 


Tailed  epithelium  is  found  in  the  ureter  and  pelvis  of  the 
kidney,  and  sometimes  the  recognition  of  such  is  of  value  in 
the  diagnosis  of  calculous  pyelitis.  (See  Fig.  50.)  Large 
scaly  epithelium  is  often  present  as  a contamination  fiom  the 
vagina.  (See  Fig.  51.) 

SPERMATOZOA,  BACTERIA,  HAIRS,  FIBRES,  &c. 

Spermatozoa  are  occasionally  seen  in  varying  numbers  in  the 
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lU'ine.  They  appear  in  large  numbers  in  the  urine  after  seminal 
emissions,  whether  physiological  or  morbid,  and  a few  ai'e  often 
introduced  into  the  urinary  passages  during  straining  at  stool, 
<fec.  When  present  habitually  they  may  afford  evidence  of 
spermatorrhoea.  (See  Fig.  52.) 


Fig.  54. — Mould  Fungu-s.  Sporulos  and 
Thallus.  (Dr.  Win.  Roberts.) 


» / X- 

Fig.  5.3. — Vibriones  in  urine. 
(Dr.  Win.  Roberts.) 


Bacteria,  fungi,  &c. — Bacteria 
and  vibriones  appear  readily  in 
urines  which  stand  sometime,  and 
appear  more  quickly  if  the  reac- 
tion of  the  urine  be  alkaline  or 
if  the  vessels  used  be  imperfectly 
cleaned.  They  may  be  found  in 
freshly  passed  urine  if  decomposition  be  going  on  within  (in 
cases  of  paralysis  of  bladder  requii-ing  catheterisation,  &c.). 
(See  Fig.  53.) 

Fungi  of  various  kinds,  with  branching  gi’owths,  are  often 
found ; these  sometimes  resemble  tube-casts.  Spores  of  globular 
shape  likewise  appear  in  various  aggregations : when  single, 
they  resemble  blood  corpuscles.  The  rapid  appearance  of 
sporules  (torula)  sometimes  directs  attention  to  the  possibility 
of  the  urine  being  saccharine,  but  toi'ulae  appear  in  mines  in 
which  sugar  cannot  be  detected.  (See  Figs.  54  and  55.) 

Foreign  matters.—  Cotton,  flax,  fibres,  straw,  hairs,  and 
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feathers  are  often  present  in  minute  fragments  from  floating 
dust  from  the  bedding,  &c.  Au-bells  and  oil  globules  (perhaps 


from  an  oiled  catheter  or  an  oily  bottle)  often  puzzle  the  be- 
ginner. (See  Fig.  56.) 

CRYSTALLINE  AND  AMORPHOUS  DEPOSITS. 

Uric  Acid  can  frequently  be  recognised  as  a red  sand  in  the 
urinary  deposits,  lying  at  the  very  bottom  and  in  the  corners  of 
the  glass,  or  sometimes  adhering  to  the  sides,  or  entangled  in 
the  mucus.  Although  usually  highly  coloured,  the  uric  acid 
crystals  thrown  down  from  pale  urines  are  sometimes  almost 
colourless  : uric  acid  itself  is  Avithout  colour,  it  only  attracts  the 
pigment  of  the  urine.  The  forms  presented  by  uric  acid  crys- 
tals are  very  A’ariable,  but  they  may  mostly  be  reduced  to 
modifications  of  the  rhomb.  The  plates  of  Dr.  Beale  give  excel- 
lent representations  of  the  variations  and  forms  of  aggregation 
usually  met  with.  The  following  names  applied  by  Dr.  Roberts 
to  the  crystals  may  assist  in  then-  recognition  : — quadrangular 
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and  oval  tablets,  cubes,  six-sided  tablets,  lozenges  and  barrel- 
shaped figures,  stax's  and  spikes,  and  fan-shaped  crystals.  (Coni- 


Fi(T.  50.— Extnincous  matter.?  found  in  Urine a,  Cotton  fibres;  b.  Flax  fibre.?  - 
c.  Hairs;  rf,  Air  bubbles;  e,  Oil  globules;  /,  Wheat  starch;  g.  Potato  starch;  h, 
Ivice-starch  granules ; i,  Vegetable  tissue ; k,  Muscular  tissue ; I,  Feathers, 


pare  Fig.  57.)  The  presence  of  a high  colour  often  leads  us 
to  suspect  the  nature  of  crystals  which  would  otherwise  be 
puzzling,  and  the  detection  of  transition  forms  from  well-known 
shapes  often  serves  to  confirm  our  conjectures.  Uric  acid  is 
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vei-y  insoluble  in  watei*,  and  it  does  not  disappear  on  heating 
the  sediment, — a distinction  from  the  deposit  of  urates.  Uric 
acid  is  not  dissolved  by  acetic  acid  ; this  serves  to  discriminate 


Fig.  57.  — Various  forms  of  Uric  Acid  Crystals.  (Selected  from 
Otto  Fimke’s  Physiological  Atlas.) 


colourless  uric  acid  from  certain  crystalline  forms  of  phosphate 
of  lime.  Uric  acid  is  soluble  in  caustic  alkalies,  and  alkalies 
administered  internally  often  exercise  a solvent  power.  Uric 
acid  is  sometimes  passed,  as  crystals,  from  the  bladder,  and  these 
may  then  be  seen  in  the  fresh  urine  as  red  particles,  or  as 
causing  a general  turbidity  : they  are,  however,  more  often  only 
formed  and  deposited  by  the  urine  after  standing  for  a time : 
this  being  due  partly  to  the  cooling  of  the  urine  and  partly  to 
its  increasing  acidity  after  it  is  passed.  The  ci-ystals  often 
increase  in  size  after  a time.  The  addition  of  a droj)  or  two  of 
strong  acid  to  normal  urine  precipitates  uric  acid  in  crystals. 
Sometimes  the  precipitate  thrown  down  by  the  addition  of 
acid  to  urine  consists  of  a dense  mass  of  amorphous  urates 
which  may  resolve  itself  by  and  by  into  uric  acid  crystals. 
A sediment  of  ui'ic  acid  crystals,  on  being  kept  till  it  becomes 
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alkaline,  may  be  converted  into  beclge-hog  crystals  of  urate  of 
soda. 

Urates  or  Lithates  are  salts  of  uric  acid  combined  with 
soda,  potash,  or  ammonia,  the  exact  composition  being  often 
very  difficult  of  determination  : these  bases  would  seem  often  to 
be  mixed  together.  Such  sediments  in  the  urine  are  extremely 
common.  They  are  found  in  urines  which  are  clear  when 
passed,  but  become  turbid  on  cooling  or  after  standing  for  some 
hours.  They  are  occasionally  found  in  newly  passed  urine,  espec- 
ially in  the  case  of  children  who  pass  milky-looking  urine,  but  in 
such  cases  this  sediment,  of  urate  of  soda,  is  crystalline,  present- 
ing the  foi'm  of  globules,  either  simple  or  furnished  with  hedge- 
hog pi'ojections.  (See  Fig.  58.)  The  common  form,  howevei’. 


consists  in  granules  of  amoiyhous  urates  (see  Fig.  59) ; these 
often  form  aggregations  so  as  to  assume  the  shape  of  roj)es 
or  strings,  simulating  occasionally  granular  tube-casts.  The 
microscope  cannot  always  discriminate  amorphous  urates  from 
an  amorphous  deposit  of  earthy  phosphates,  but  the  reaction 
usually  settles  the  point : urates  are  deposited  on  cooling 
from  acid  urines  : phosphates  are  found  with  an  alkaline  or  at 
least  a neuti-al  reaction.  The  use  of  liquor  potassse  likewise 
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assists,  as  also  the  action  of  heat : both  of  these  dissolve  a 
sediment  of  urates,  but  leave  phosphates  unaffected  or  may 
even  render  such  a sediment  more  dense.  The  sediments  of 
urates  are  usually  fawn-coloured,  or  pinkish,  or  even  as  red  as 
blood.  The  chemical  causes  of  the  precipitation  may  be  con- 
sidered as  connected  with  the  cooling  of  the  urine,  its  concen- 
tration (from  febrile  disorders  or  from  scanty  supply  of  fluid), 
and  also  with  the  increasing  acidity  of  the  urine  after  it  is 
passed.  Adding  a little  acid  sometimes  precipitates  urates  in  a 
urine  in  which  they  are  deposited  spontaneously  in  the  course 
of  a day  or  two.  The  internal  administration  of  alkalies  or 
diluents  often  accounts  for  the  disappearance  of  these  sediments 
under  observation. 

Phosphates  appear  in  two  distinct  forms,  amorphous  and 
crystalline ; the  crystalline  phosi^hates  ai'e  of  two  classes,  the 
crystallised  phosphate  of  lime  and  the  ammonio-raagnesian  (or 
“triple”)  phosphate.  The  jihosphatic  deposits  often  form  a 
white  sediment  somewhat  resembling  pus. 

The  ammonio-viagnesian  {or  triple)  phosphate  is  the  commonest 
variety,  and  it  may  appear  in  almost  any  urine  which  is  kept 
till  it  decomposes,  as  the  urea  thus  supplies  the  ammonia  for 
these  crystals.  The  crystals  are  usually  j^rismatic.  They  often 
form  on  the  surface,  appearing  as  a glittering  scum,  or  the 
glittering  prisms  may  be  seen  on  the  sides  of  the  glass,  or 
entangled  in  the  mucus  or  purulent  sediment.  The  reaction  of 
such  urine  is  usually  alkaline,  but  it  may  be  neutral  or  faintly 
acid.  Such  crystals  are  sometimes  to  be  seen  in  the  urine  as  it 
is  passed,  especially  associated  with  pus,  and  with  an  ammoniacal 
odour,  from  the  decomposition  going  on  within  the  bladder.  The 
forms  of  the  crystals,  although  essentially  prismatic,  undergo 
vai’ious  alterations,  and  sometimes  they  assume  a feathexy 
appearance.  (See  Fig.  60.) 

Crystallised  phosphate  of  lime  appears  usually  as  stars  or  I’ods, 
or  as  faix-shaped  crystals,  destitute  of  colour : other  foi’ms  ai’e 
also  occasionally  met  with.  The  action  of  acetic  acid  is  some- 
times useful  in  distinguishing  them  from  uric  acid  crystals,  as 
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the  phosphates  are  dissolved  by  this  acid  and  uric  acid  is  not. 
(See  Fig.  61.) 


Fig.  CO.— Ammonio-Magnesi.'vn  (triple)  Phosphates.  (Selected  to  show 
various  forms.) 


Amorphous  sediments  of  earthy  phosphates  are  occasionally 
met  with  in  freshly  passed  urine,  apart  from  disease,  giving  the 
urine  a slightly  milky  appearance  ; this  arises  from  an  accidental 


Fig*.  61.  Crystallised  Phosphate  of  Lime.  (Selected  to  show  various  forms.) 


alkalinity  of  the  secretion,  due  perhaps  to  the  kind  of  food  taken 
immediately  before.  Boiling  the  urine  often  precipitates  the 
earthy  phosphates  in  alkaline  or  feebly  acid  urines,  so  that  the 


410 


UEINE  AND  UEINARY  SYMPTOMS. 


action  of  alkalies  and  heat  on  them  is  exactly  the  reverse  of 
what  we  find  with  urates.  The  sediment  when  unmixed  with 
other  deposits  is  at  once  dissolved  on  the  addition  of  acetic  acid. 

Oxalate  of  Lime  deposits  can  sometimes  be  recognised 
by  the  naked  eye  as  causing  a very  fine  powdery  sediment 
dusted,  as  it  were,  over  a delicate  cloud  of  mucus.  These 
sediments  occur  in  acid  urines  and  disappear  if  the  urine 
be  rendered  alkaline  by  medicines.  The  crystals  are  octohedi-al 
in  shape,  but  appear  at  times  in  somewhat  different  forms 
(single  or  double  pyramids).  Occasionally  they  are  found 
in  the  foi'm  of  dumb-bell,  or  ellipsoidal,  or  reniform  crystals. 
(For  the  various  forms  see  Fig.  62.) 


Fig.  C2.— Oxalate  of  Lime  Crystals.  (Selected  to  show  various  forms.) 

Oxalate  of  lime  crystals  are  sometimes  passed  as  such  from 
the  bladder  (indeed  the  dumb-bell  crystals  are  alleged  to  be 
sometimes  formed  within  the  tubules  of  the  kidney),  but  oxalate 
of  lime  is  usually  crystallised  out  of  the  urine  after  it  has  passed, 
and  the  dimensions  of  the  crystals  can  often  be  seen  to  increase 
with  keeping.  Oxalate  of  lime  is  insoluble  in  acetic  acid  ; this 
is  at  times  useful  in  distinguishing  some  of  the  unusual  foi’ms 
from  phosphates.  Aggregations  of  minute  crystals  or  microscopic 
calculi  are  sometimes  formed  of  minute  dumb-bell  or  pyramidal 
crystals. 

Other  crystalline  deposits  are  occasionally  found  in  urine; 
Carbonate  of  lime  in  little  balls.  Cystine  in  six-sided  tablets. 
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Tyrosine  in  needles,  Cholesterine  in  scales,  &c.,  but  these  are  all 
somewhat  rare. 

The  Clinical  Significance  of  amorphous  and  crystal- 
line DEPOSITS  is  not  so  gi’eat  as  that  of  pus,  blood  and  tube- 
casts. 

Uric  acid  occurring  habitually  as  a sediment,  or  even  the 
persistence  of  urates  as  a deposit,  indicates  a derangement 
in  the  health,  pointing  to  some  eiTor  in  the  digestive  or 
hepatic  functions,  and  having  perhaps  some  relation  to  the 
gouty  diathesis  (Lithiasis,  Lithmmia).  Very  red  urates  are 
so  frequently  associated  with  liver  disease  as  to  be  useful  in 
directing  attention  to  this  organ.  The  occasional  occurrence  of 
urates  on  the  cooling  of  the  urine  has  no  real  importance,  and 
lU’ic  acid  crystals  may  likewise  appear,  at  a time,  without 
any  special  significance.  It  is  the  habitual  or  excessive  occur- 
rence of  these  which  is  important.  They  sometimes  appear  at 
the  crisis  of  fevers,  »tc. 

Oxalate  of  lime,  in  like  manner,  when  deposited  habitually 
and  excessively,  and  in  urines  loaded  with  tirea,  is  often  found 
associated  with  a train  of  nervous  and  dyspeptic  symptoms  which 
have  been  grouped  together  and  named  “ oxaluria,”  and  are  sup- 
posed by  some  to  indicate  an  “ oxalic  acid  diathesis.”  Oxalates 
are  frequently  present  in  the  urine  in  nervous  affections  of 
various  kinds.  It  must  be  understood,  howevei’,  that  a few 
oxalates  frequently  appear  in  the  urine  apart  from  any  obvious 
derangement  of  the  health.  The  uric  acid  and  the  oxalic  acid 
diathesis  seem  to  have  certain  affinities  ; the  former  is  certainly 
hereditaiy ; it  seems  to  be  interchangeable  with  the  lattei^ 
in  some  members  of  the  same  family,  and  perhaps  at  difierent 
periods  of  the  same  person’s  history. 

As  associated  with  signs  and  symptoms  of  renal  and  vesical 
calculus  and  gravel,  the  appearance  of  either  uric  acid  or  oxalate 
of  lime  crystals  is  often  of  great  importance  in  diagnosis  and  in 
guiding  the  treatment.  These  crystals,  when  associated  with 
blood,  tube-casts,  or  pus,  often  point  to  the  site  and  nature 
of  the  illness.  The  hedge-hog  crystals  of  urate  of  soda  may 
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likewise  be  sources  of  renal  and  vesical,  or  urethral  irritation, 
and  of  calculus. 

Crystallised  2^hosj)hate  of  lime  has  been  supposed  to  indicate 
the  existence  of  serious  organic  disease  attended  with  waste 
of  tissue  (phthisis,  diabetes,  jiaralysis).  It  certainly  is  fre- 
quently met  with  in  serious  nervous  affections. 

The  trifle  phosydiates  (ammonio-magnesian  phosphates)  have 
not  much  significance  unless  when  detected  in  freshly  passed 
xirine ; they  then  indicate  that  a process  of  decomposition  is 
going  on  within  the  bladder ; they  may  likewise  indicate  the 
nature  of  vesical  concretions  in  process  of  formation. 

Persistent  deposits  of  the  amorphous  earthy  phosphates  being 
associated  with  habitual  alkalinity  of  the  urine,  are  not  unfre- 
quently  the  index  of  a depressed  state  of  health ; they  may  also 
tend  to  vesical  concretions.  A similar  remark  applies  to 
carbonate  of  lime.  Tyrosine  crystals  are  occasionally  found  in 
typhus  and  other  fevers,  and  especially  in  cases  of  acute  yellow 
atrophy  of  the  liver  ; the  urine  usually  requires  to  be  evaporated 
down  to  obtain  these  crystals.  The  clinical  significance  of 
cystine  is  not  yet  cleaily  made  out ; it  may  form  the  nucleus 
■of  a calculus. 

SCHEME  OF  SYSTEMATIC  QUALITATIVE  ANALYSIS  OF 
URINARY  CALCULI  (Thudicum). 

Powder  the  calculus.  Heat  a small  portion  of  the  powder  to  redness 
•on  some  platinum  foil,  and  observe  whether  any  residue  is  left  which  will  not 
burn  off. 

A.  In  case  it  leaves  a fixed  residue,  take  a small  portion  of  the  original  cal- 
culus, dissolve  in  concentrated  nitric  acid,  evaporate  to  dryness  on  a water 
bath  in  a white  porcelain  evaporating  dish  ; dip  a glass  rod  into  the  strongest 
ammonia,  and  bring  it  near  the  residue  in  the  dish,  and  observe  whether 
a pink  colour  is  produced  or  not. 

I.  A pink  colour  is  produced,  proving  that  the  calculus  contains  uric  acid  ; 
•observe  whether  a portion  of  the  calculus  melts  on  being  heated. 

a.  It  melts — 

(1)  And  communicates  a strong  yellow  colour  to  the  flame  of  a spirit  lamp  ^ 
or  Bunsen  burner ; sodium  urate. 

(2)  And  communicates  a violet  colour  to  the  flame,  giving  the  potassium 
-spectrum ; potassium  urate. 
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b.  It  does  not  melt ; dissolve  the  residue  left  after  ignition  in  a little  dilute 
hydrochloric  acid,  add  ammonia  till  alkaline,  and  then  ammonium  carbonate 
solution. 

(1)  A white  precipitate  falls  ; calcium  urate. 

(2)  No  precipitate : add  some  hydi-ic  sodic  phosphate  solution ; a white 
crystalline  precipitate  falls ; magnesium  urate. 

II.  No  pink  colour  is  produced.  Observe  whether  a portion  of  the  calculus 
melts  on  being  heated  sti’ongly  : 

a.  It  melts  (fusible  calculus).  Treat  the  residue  with  acetic  acid:  it 
dissolves  ; add  to  the  solution  ammonia  in  excess  ; a white  crystalline  pre- 
cipitate falls  : ammonio-magnesium  phosphate.  In  case  the  melted  residue  is 
insoluble  in  acetic  acid,  treat  with  hydrochloric  acid  ; it  dissolves.  Add  to 
the  solution  ammonia  ; a white  precipitate  indicates  calcium  phosphate. 

b.  It  does  not  melt  j moisten  the  residue  with  water  and  test  its  reaction 
with  litmus  paper  ; it  is  not  alkaline.  Treat  with  hydrochloric  acid,  it  dis- 
solves without  effervescence.  Add  to  the  solution  ammonia  in  excess,  white 
precipitate  ; calcium  phosphate.  Treat  the  calculus  with  acetic  acid ; it  does 
not  dissolve.  Treat  the  residue  after  heating  with  acetic  acid,  it  dissolves 
with  effervescence ; calcium  oxalate.  Treat  the  original  calculus  with  acetic 
acid,  it  dissolves  with  effervescence  ; calcium  carbonate. 

B.  The  calculus  on  being  heated  does  not  leave  a fixed  residue.  Treat  a 
portion  of  the  calculus  with  nitric  acid,  evaporate  and  expose  to  ammonia 
vapour  as  before. 

I.  A pink  colour  is  developed. 

a.  Mi.x  a portion  of  the  powdered  calculus  with  a little  lime  and  moisten 
with  a little  water  ; ammonia  is  evolved  and  a red  litmus  paper  suspended 
over  the  mass  is  turned  blue ; ammonium  urate. 

b.  No  ammonia  ; uric  acid. 

II.  No  pink  colour  is  developed. 

a.  But  the  nitric  acid  solution  turns  yellow  as  it  is  evaporated,  and  leaves  a 
residue  insoluble  in  potassium  carbonate  ; xanthine. 

b.  The  nitric  acid  solution  turns  dark  brown  and  leaves  a residue  soluble  in 
ammonia ; cgstine. 


BILE  IN  UPJNE 

can  often  be  recognised  by  the  eye  when  present  in  any 
quantity.  Moreover,  when  testing  for  albumen  by  nitric  acid, 
tlie  peculiar  greenish  reaction  produced  by  bile  usually  attracts 
attention.  More  delicately  applied,  this  test  with  nitric  acid 
consists  in  placing  a drop  or  two  of  urine  and  a droji  or  two 
of  strong  nitric  acid  on  adjacent  parts  of  a white  plate,  and 
allowing  the  one  to  run  into  the  other.  The  commingling  of 
the  fluids  should  be  closely  watched  in  good  daylight,  when  a 
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beautiful  play  of  colours  is  observed — including  brown,  gi-een, 
blue,  violet,  red,  and  yellow.  Or  a little  acid  may  be  dropped 
on  the  urine  as  placed  on  a plate,  or  on  a white  sheet  of  note 
paper,  when  a similar  reaction  occurs.  This  test  applies  only 
to  bile  ingment. 

A test  for  the  biliary  acids  has  been  introduced,  but  it  does 
not  give  i-eliable  results  as  applied  to  urine.  Two  drachms  of 
urine  are  introduced  into  a test  tube,  a small  piece  of  loaf  sugar 
is  added,  and  a drachm  of  strong  sulphuric  acid  is  poured  gently 
down  the  sides  of  the  glass  : if  the  biliary  acids  are  present,  a 
deep  purple  colour  is  produced  at  the  line  of  junction  : a bi’own 
instead  of  a purple  colour  indicates  their  absence.  This  test, 
however,  has  not  been  found  of  much  clinical  value. 

The  Clinical  Significance  of  Bile  in  the  Urine  corresponds  with 
that  of  Jaundice  (seep.  349).  Its  presence  or  absence  assists 
in  the  differentiation  of  discolourations  of  the  skin  or  of  the 
conjunctiva  due  to  other  causes.  It  likewise  seems  occasionally 
to  indicate  an  incipient  jaundice  before  the  tissues  generally  are 
affected,  and  its  disappearance  from  the  urine  sometimes  affords 
evidence  that  the  attack  is  passing  off,  although  the  jaundice 
elsewhere  may  still  remain  very  visible.  The  presence  of  bile 
pigment  may  serve  to  explain,  so  far,  the  existence  of  tube-casts 
in  urine,  as  already  noticed,  under  the  heading  of  Tube-Casts, 
or,  at  least,  to  give  their  presence  a less  serious  significance 
(see  p.  400). 

CHLORIDES 

are  always  present  abundantly  in  normal  urine.  They  are 
often  diminished,  or  almost  suppi-essed,  in  several  febrile  dis- 
eases, especially  in  pneumonia.  The  quantity  may  be  roughly 
determined  by  adding  a little  of  a strong  solution  of  nitrate  of 
silver  to  the  urine,  along  with  a few  drops  of  strong  nitric  acid. 
The  denseness  of  the  precipitate,  or  its  relative  abundance  wdien 
the  sediment  falls  down,  serves  to  indicate  the  quantity;  a 
sample  of  normal  urine,  treated  in  the  same  way,  may  be  used 
as  a basis  of  comparison.  This  precipitate  of  the  chloride  of 
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silver  (insoluble  in  nitric  acid)  is  soluble  in  ammonia.  Albu- 
men, if  present,  must  be  separated  before  testing  for  chlorides, 
as  it  also  is  thrown  down  by  nitrate  of  silver. 

THE  ESTIMATION  OF  UREA 

contained  in  iirine  affords  valuable  data  in  certain  physiological 
and  pathological  inquiries.  It  has  been  made  out,  how^ever, 
that  the  quantity  of  nitrogen  eliminated  by  the  urine  depends 
more  on  the  quantity  taken  in  as  food  than  on  anything  else, 
so  that  if  we  aim  at  scientific  jn-ecision,  an  analysis  of  the  food 
taken  is  almost  required  to  give  value  to  the  quantitative 
analysis  of  the  urea.  Albumen,  if  present,  should  be  sejjarated 
by  boiling,  before  beginning  the  estimation  of  the  urea.  The 
natural  excretion  of  urea  may  be  quoted  roughly  at  500  grains 
per  day  for  a male  adult,  or  3|  gi'ains  per  pound  weight  of  his 
body  (33T8  gr-ammes,  or  -500  gi-amme  per  1 kilo,  of  body- 
weight). 

The  specific  gravity  of  the  urine  (in  the  absence  of  sugar) 
usually  gives  a fair  indication  of  the  quantity  of  urea  being 
excreted.  Occasionally,  by  the  rapid  crystallisation  of  nitrate 
of  urea,  on  the  addition  of  nitric  acid  to  the  urine,  we  have 
evidence  of  its  presence  in  excess.  For  very  accurate  results, 
probably  the  best  plan  is  to  deteimine  the  totcil  nitvogcnj  by  the 
ordinary  processes  followed  by  chemists  in  an  ultimate  organic 
analysis ; but  this,  of  course,  is  not  available  in  clinical  prac- 
tice. 

Two  volumetric  processes  for  the  estimation  of  urea  are 
employed,  both  of  which  afford  moderately  accurate  results. 

Liebig’s  Method  is  based  on  the  principle  of  the  precipitability  of  area  by 
mercuric  nitrate,  and  further,  on  the  circumstance  that  the  white  precipitate 
thereby  produced  is  not  decomposed,  and  therefore  not  turned  yellow  by 
carbonate  of  sodium.  (This  yellow  colour  results  from  the  formation  of 
oxide  of  mercury,  or  basic  nitrate  of  mercury,  or  carbonate  of  mercury.)  It 
is  necessary  also  to  separate  from  the  urine,  before  operating  on  it,  the  phos- 
phates and  sulphates,  so  that  the  urine  requires  first  to  be  prepared  by  treat- 
ing it  with  baryta-water  and  a solution  of  nitrate  of  barium.  A further 
preliminary  proceeding  consists  in  determining  the  quantity  of  chloride  of 


416 


URINE  AND  URINARY  SYMPTOMS. 


sodium  present,  as  the  reaction  does  not  occur  till  the  whole  of  the  chloride 
of  sodium  is  decomposed  and  converted  into  nitrate  of  sodium.  This  may 
be  estimated  by  noticing  the  amount  of  mercurial  solution  added  from  the 
burette  before  the  white  precipitate  begins  to  appear ; or  the  amount  may  be 
determined  more  accurately  by  precipitation  with  silver.  A further  difficulty 
arises  from  the  fact  that  this  mercury  process  is  only  accurate  when  the  pro- 
portion of  the  urea  in  solution  amounts  to  two  per  cent,  so  that  an 
allowance  must  be  made  in  carrying  out  the  process  when  the  results  indicate 
that  more  or  less  than  this  amount  is  actually  present. 

It  is  somewhat  difficult  to  prepai-e  accurately  in  its  proper  strength  the 
solution  of  mercuric  nitrate;  indeed,  the  most  satisfactory  way  is  to  dilute 
a solution  of  pure  mercuric  nitrate  so  as  to  correspond  with  a definite  quantity 
of  urea  when  this  has  been  ascertained  by  precipitation  from  a pure  solution 
of  urea  in  water.  The  solution  may  also  be  purchased  from  certain  makers. 
(Griffin,  Bunhill  Kow,  London.) 

Details  of  Liebig’s  1\Iethoi). — (Dr.  Michael  Foster,  Watts’s  Dictionary  of 
Chemistry,  “Urine,”  vol.  V.,  p.  9C6.  London,  1874.)  “ Prepared  urine  (ii 

albumen  be  present  it  must  be  separated  by  boiling,  some  urea  will  probably 
be  lost).  Two  volumes  of  urine  are  mixed  with  one  volume  of  a “baryta 
mixture  ” (consisting  of  two  volumes  of  baryta-water  to  one  volume  of  a solu- 
tion of  barium  nitrate,  both  saturated  in  the  cold),  and  filtered. — Urea-solu- 
tion : 2 grammes  of  pure  urea  are  dissolved  in  water  and  the  solution  diluted 
to  100  C.C.— Mercurial  solution : a concentrated  solution  of  pure  mercuric 
nitrate  is  diluted  with  four  times  its  bulk  of  water.  10  c.c.  of  the  urea 
solution  are  measured  into  a beaker,  and  the  mercurial  solution  is  slowly 
added  from  a burette  as  long  as  any  precipitation  takes  place  ; a drop  of  the 
mixture  is  then  let  fall  by  a glass  rod  into  a drop  of  a solution  of  sodic 
carbonate  (say  about  20  grains  to  ounce)  placed  in  a watch-glass,  or  on  a glass 
plate,  over  some  black  surface.  If  the  precipitate  which  occurs  on  the 
mingling  of  the  two  drops  does  not  become  in  a few  seconds  distinctly  yellow, 
more  of  the  mercurial  solution  must  be  added  to  the  mixture  in  the  beaker 
and  the  trial  made  again.  As  soon  as  a distinct  yellow  colour  appears  (the 
shade  being  noticed  by  the  observer  in  order  to  guide  him  afterwards),  the 
trial  drops  are  returned  into  the  beaker,  and  a little  of  the  soda-solution 
added  until  the  mixture  is  only  faintly  acid.  A drop  is  then  again  to  be 
tried  with  the  soda-solution,  and  if  the  yellow  colour  does  not  show  itself, 
a small  quantity  of  the  mercurial  solution  must  still  be  added  to  the  mixture 
in  the  beaker  and  the  trial  made  again.  When  the  yellow  colour  has  been  thus 
obtained,  the  total  quantity  of  mercurial  solution  used  is  read  off;  it  corre- 
sponds to  '2  gramme  urea.  The  mercurial  solution  itself  is  then  diluted  accord- 
ing to  these  results,  so  that  20  c.c.  of  it  correspond  to  10  grammes  of  the  urea 
solution,  i.e.,  so  that  10  c.c.  correspond  to  T gramme  urea.  It  is  well  not 
to  add,  at  once,  the  whole  of  the  water  required,  but  to  stop  a little  short  of 
that  and  titrate  again,  since  practically  the  degree  of  dilution  required  is 
rather  less  than  that  suggested  by  calculation. 

Method.  Of  the  prejMred  urine  15  c.c.  (corresponding  to  10  c.c.  of  the 
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original  urine)  are  poured  out  into  a beaker  or  flask,  and  the  mercurial  solu- 
tion is  added  until  the  yellow  reaction,  as  described  above,  is  obtained ; the 
mixture  is  also  in  the  same  way  reduced  in  acidity  and  trial  made  again. 
The  quantity  of  mercurial  solution  used  will  give  the  amount  of  urea  in  the 
W c.c,  of  m-ine.  Unfortunately  the  reaction  is  exact  only  for  fluids  contain- 
ing 2 per  cent,  of  urea  ; its  appearance  is  premature  when  more,  and  is 
delayed  when  less  than  that  percentage  is  present.  If  the  prepared  urine 
contains  an  excess  of  urea,  double  its  volume  of  the  mercurial  solution  will 
have  been  used  and  yet  no  reaction  set  in.  Hence  if,  on  arriving  at  this 
point,  1 c.c.  of  distilled  water  be  added  to  the  mixture  for  every  additional 
2 c.c.  of  the  mercurial  solution  employed,  the  proportion  of  urea  will  be 
maintained  at  2 per  cent,  and  the  final  result  will  be  correct.  Thus  if,  after  the 
addition  of  30  c.c.  of  the  mercurial  solution  to  15  c.c.  of  the  prepared  urine 
the  reaction  is  not  seen,  1 c.c.  of  distilled  water  is  added  and  the  process 
continued.  Supposing  the  reaction  finally  sets  in  when  10  c.c.  more,  or  40 
c.c.  in  all,  of  the  mercurial  solution  have  been  used,  the  5 c.c.  of  distilled 
water,  which  have  been  also  added,  will  bring  up  the  original  15  c.c.  of  urine 
to  20  C.C.;  the  40  c.c.  of  mercurial  solution  wiU  have  been  emidoyed  on  a 
fluid  containing  2 per  cent  of  urea. 

If  the  prepared  urine  contains  less  than  2 per  cent,  of  urea  an  approximate 
correction  may  be  made  by  subtracting  I c.c.  from  every  5 c.c.  of  the  mer- 
curial solution  that  is  nm  short  of  the  normal  30  c.c.  Thus,  if  with  15  c.c.  of 
prepared  urine  the  yellow  colour  is  struck  on  using  20  c.c.  of  the  mercurial 
solution,  -2  C.C.  (30-20=5x2)  are  deducted,  and  therefore  lO'S  c.c.  taken  as 
the  correct  result.  A further  correction  must  be  made  for  chloride  of  sodium 
the  presence  of  which  delays  the  reaction.  We  may  make  an  approximate 
correction  by  deducting  from  the  quantity  of  mercurial  solution  employed 
1-5  c.c.— 2-5  C.C.,  according  to  the  quantity  of  chloride  of  sodium  present 
Or  we  may  first  remove  the  chloride.  To  15  c.c.  of  prepared  urine  one  or 
two  drops  of  solution  of  neutral  chromate  of  potash  are  added,  and  a solution 
of  mtrate  of  silver  dropped  in  from  a burette,  untU  the  appearance  of  the 
red  chromate  of  silver  indicates  that  the  whole  of  the  chloride  has  been 
thrown  down ; the  mercurial  solution  can  then  be  at  once  used  without  re- 
moving the  silver  precipitate.  The  reduction  in  the  percentage  of  urea  by 
the  addition  of  the  silver  solution  must  of  course  be  taken  into  account.  Or 
two  portions  of  prepared  urine  may  be  taken  of  15  c.c.  each.  One  is 
neutralised  with  nitric  acid,  the  mercurial  solution  added,  and  the  point 
marked  at  which  a permanent  precipitate  (a  distinct  cloud,  not  a mere  opal- 
escence) is  produced.  The  other  is  titrated  in  the  usual  way.  The  number 
of  c.c.  employed  in  the  latter,  minus  those  employed  in  the  former  operation, 
will  give  the  real  quantity  of  urea. 

It  must  be  remembered  that  other  nitrogenous  bodies,  creatinine,  allantoin, 
&c.,  are  precipitated  by  the  mercurial  solution  in  the  same  way  as  urea." 

Htpo-Bromite  of  Sodium  Process  for  Estimating  Urea. — Davy’s  pro- 
cess (by  hypo-chlorite  of  sodium)  has  been  modified  and  adapted  for  clinical 
purposes  by  Esbach  of  Paris,  Russell  and  West,  and  Apjohn.  The  process 
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consists  in  estimating  the  quantity  of  nitrogen  given  off  when  a solution  of 
urea  is  mixed  with  a hypo-bromite  solution.  This  last  named  solution  is  very 
readily  changed  by  keeping,  and  so  must  be  made  fresh.  It  is  composed  of 
100  grammes  of  caustic  soda,  250  c.c.  of  water,  and  25  c.c.  of  bromine,  all 
shaken  up  together.  (Of  course  the  soda  solution  can  be  kept  and  the  bromine 
added  in  proper  proportion  when  wanted,  so  as  to  be  used  fresh.)  The  fol- 
lowing is  the  description  of  Apjohn’s  process  (Cheinical  News,  Jan.  22,  1875.) 
The  instruments  are  such  as  may  be  found  in  any  laboratory;  they  are  ; (1)  A 
glass  measuring  tube  of  about  a foot  in  length,  drawn  out  at  the  end,  which 
will  be  uppermost  when  the  tube  is  used,  like  a Mohr  s burette,  and  sub- 
divided into  30  parts  of  equal  capacity,  the  aggregate  volume  of  which  is 
55  c.c.  (2)  A small  wide  mouthed  gas  bottle  of  about  60  c.c.  capacity.  (3)  A 
short  test-tube  of  about  10  c.c.  capacity,  of  such  a height  that  when  intro- 
duced into  the  gas  bottle  it  will  stand  within  it  in  a sUghtly  inclined  position. 
(See  Fig.  63.) 


Fig.  63.— Apjolin’s  apparatus  for  the  estimation  of  Urea  by  the 
hypo-broDiite  of  soda  solution. 


The  following  are  the  arrangements  for  combining  the  apparatus  and  work- 
ing  an  experiment: — The  graduated  tube,  held  in  a clamp  attached  to  a retort 
stand,  is  depressed  into  a glass  cylinder,  nearly  filled  with  water  until  the 
zero  mark,  which  is  near  the  upper  end,  exactly  coincides  -vvitli  the  surface  of 
the  water.  15  c.c.  of  the  hypo-bromite  solution  having  been  poured  into  the 
flask,  the  test-tube  containing  the  urine  is  introduced  by  means  of  forceps, 
care  being  taken  that  none  of  its  contents  shall  spill  into  the  hyi>o-bromite. 
The  flask  is  now  closed  with  a very  accurately  fitting  india-rubber  stopper, 
perforated  with  a hole  in  which  is  inserted  a short  piece  of  glass  tubing  open 
at  both  ends,  and  is  then  connected  with  the  measuring  tube  by  means  of  a 
piece  of  elastic  tubing.  It  is  now  inclined  so  as  to  allow  the  urine  to  mix 
with  the  hypo-bromite.  Effervescence  at  once  commences,  and  as  it  proceeds 
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the  measuring  tube  is  gradually  raised  so  as  to  relieve  the  disengaged  nitrogen 
from  the  hydrostatic  pressure.  The  flask  is  shaken  a few  times,  and  when 
the  reaction  is  comifletely  over  the  apparatus  is  left  for  a few  minutes  until 
it  has  acquired  the  temperature  of  the  room  in  which  the  experiment  is  per- 
formed. Another  exact  levelling  of  the  measuring  tube  is  made  and  the 
number  of  the  division  corresponding  to  the  volume  of  the  developed  nitrogen 
is  read  off.  55  c.c.  of  the  nitrogen  correspond  to  0’15  gramme  of  urea,  so 
that  a single  division  corresponds  to  -005  gramme  of  urea.  If,  therefore,  we 
use  5 c.c.  of  urine,  each  measure  of  the  nitrogen  evolved  will  correspond  to 
01  per  cent,  of  urea  (or  0'44  grain  per  fluid  ounce). 

Variations  occur  of  course  in  the  measured  gas  from  the  effect  of  changes 
in  the  temperature  and  barometric  pressure,  but  the  advocates  of  this  method 
allege  that  these  are  inconsiderable  in  ordinary  clinical  work.  Other  nitrogenous 
principles  are  also  included  -with  the  urea  in  the  estimation  by  this  method. 

Of  course  the  total  urine  passed  must  be  known  to  estimate  the  total 
amount  of  urea. 

COMPLAINTS  BY  PATIENTS  REGARDING  URINARY 
SYMPTOMS,  &c. 

Patients  sometimes  call  attention  to  alterations  in  the 
appearance  of  their  urine,  of  which  it  is  important  to  be 
able  to  form  some  judgment.  In  the  section  on  the  “ Obvious 
Characteristics  of  Urine  ” these  have  been  considered  ('see 
p.  375). 

Frequency  and  qiain  in  micturition  are  often  complained  of 
by  patients,  either  with  or  without  the  consciousness  of  some 
connection  between  these  symptoms  and  other  urinary  disorders. 
The  student  of  clinical  medicine  must  never  forget  that  these 
are  important  symptoms  of  surgical  as  well  as  medical  diseases. 
Frequency  of  micturition  may  be  due  to  stricture  of  the  urethra, 
and  it  is  very  common  in  elderly  men  with  enlarged  prostate;  iii 
women  it  occurs  in  connection  with  uterine  irritation,  and  with 
displacements  of  the  womb.  Increased  frequency  in  micturition 
may  be  due  simply  to  instability  of  the  urinary  organs,  but  it 
is  also  often  of  value  in  calling  attention  to,  or  marking  the 
date  of,  an  increased  secretion  of  urine,  as  in  diabetes,  and  in 
certain  forms  of  chronic  renal  disease.  In  the  early  stage  of  both 
of  these,  the  patient  may  find  that  he  has  begun  to  get  up  at 
night  to  pass  water,  and  although  he  may  attribute  this  to  his 
being  thirsty  and  to  his  drinking  more  water  than  usual,  the 
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tliirst  and  the  increased  urine  may  be  due  to  the  same  cause. 
Frequency  and  pain  in  micturition  often  occur  in  nephritis, 
strangury,  cystitis,  and  also  from  calculus  in  the  kidney,  ureter, 
or  bladder.  Scalding  or  pain  in  making  water  is  often  complained 
of  in  the  febrile  state ; this  is  associated  with  the  secretion  of  a 
highly  acid  and  concentrated  urine  : it  is  also  often  due  to  gi’itty 
matter  (gi-avel)  in  the  urine,  and  to  irritation  of  the  urethra 
from  gonorrhoea.  In  women  it  is  not  unfrequently  due  to  small 
vascular  gi-owths  at  the  orifice  of  the  meatus  urinarius,  and  occa- 
sionally to  prolapsus  of  the  urethra  itself : these  are  very  apt  to 
escape  attention,  as  their  situation  makes  it  a matter  of  much 
delicacy  to  examine  the  parts  thoroughly.  In  male  children  the 
pain  in  micturition  may  be  due  to  the  ii-ritation  of  a phymosis. 
Fissure  of  the  anus,  and  other  afiections  of  the  rectum,  or 
disease  in  its  neighbourhood,  often  give  rise  to  pain  in  passing 
water.  These  various  causes  may  have  to  be  considered  and 
decided  on  by  an  ocular,  or  surgical,  or  instrumental  examina- 
tion of  the  meatus,  the  urethra,  the  bladder,  the  womb,  or  the 
rectum.  Not  unfrequently  the  presence  of  blood  in  the  urine, 
its  colour  and  the  manner  of  its  coming,  whether  diffused  in  the 
urine  or  appearing  as  a few  drops  at  the  end  of  micturition, 
may  assist  the  diagnosis.  The  presence  of  pus  likewise  in  the 
urine,  and  the  character  and  situation  of  the  pain,  are  of  gi'eat 
value  in  the  study  of  such  cases  (see  blood  and  pus,  pp.  389 
and  393).  Any  supposed  cause  of  the  painful  attack,  such  as 
injuries,  or  special  exertions  from  riding,  jolting,  <fcc.,  should 
be  carefully  inquired  into.  (See  also  the  section  on  Paralysis 
of  the  Bladder,  p.  175.) 
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CHAPTER  XIV. 

SYMPTOMS  CONNECTED  WITH  THE  MALE 
GENERATIVE  ORGANS. 

ISTURBANCES  of  the  generative  organs  in  the  male 


come,  for  the  most  part,  under  the  notice  of  surgeons ; but 
complaints  are  sometimes  made  to  physicians  also,  concerning 
impaired  or  disordered  functions  in  these  pai-ts,  and  various 
nervous  diseases  arise  from  sexual  excesses  and  abuses.  The 
chief  complaints  met  with  in  medical  practice  are  connected 
with  impotence,  seminal  discharges,  and  masturbation. 

Impotence  supervenes  in  the  course  of  paralysis,  and  is  very 
common  in  those  forms  of  spinal  paralysis  which  involve  the 
bladder  and  rectum.  Its  occuiTence  in  such  cases  is  not  due 
directly  to  sexual  excesses,  even  although  the  pai-alysis  may 
have  been  brought  on  in  this  way.  Premature  impotence 
however,  apart  from  other  paralysis,  is  apt  to  arise  at  a com- 
paratively early  age  in  those  who  have  erred  in  this  respect. 
In  locomotor  ataxy  there  is  sometimes  an  impairment  of  this 
function,  although  it  has  been  alleged  that  this  disease  differs 
from  other  forms  of  spinal  pai’alysis  in  this  respect,  and  that 
there  may  be  even  an  excessive  aptitude  for  frequent  indulgence. 
(Trousseau).  This,  however,  seems  to  have  been  overstated. 
Locomotor  ataxy  is  well  known  to  depend  not  imfrequently  on 
sexual  excess  in  the  case  of  men. 

Various  debilitating  diseases,  diabetes  for  example,  are 
characterised  by  impotence  as  pai-t,  apparently,  of  the  general 
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debility.  This  is  mucli  less  marked  in  some  other  exhausting 
diseases,  and  especially  in  phthisis. 

Impotence  is  sometimes  imagined  or  dreaded  by  patients 
■svithout  there  being  any  good  grounds  for  the  opinion ; and  the 
idea  sometimes  seizes  possession  of  the  mind  in  such  a form  as 
to  constitute  a species  of  insanity.  Prolonged  brooding  on  such 
subjects,  and  the  reading  of  quackish,  or  even  of  legitimate, 
medical  dissertations  on  the  consequences  of  masturbation,  &c., 
are  apt  in  certain  minds  to  foster  the  delusion  and  to  upset  the 
calmness  of  reason.  If  the  organs  seem  sound  on  examination, 
and  if  there  continue  to  be  indications  of  functional  activity  in 
them,  we  can  usually  reassure  our  patients.  Points  of  importance 
in  the  character  of  the  impotence,  such  as  the  following,  have 
sometimes  to  be  determined  in  view  of  the  treatment : — The 
absence  of  sexual  desire : more  or  less  ansesthesia  of  the  glans 
penis;  imperfection  or  weakness  in  the  erection,  from  defect 
in  the  muscles  concerned,  or  from  other  causes:  premature 
emission. 

Priapism  (excessive  or  permanent  erection)  is  an  occasional 
symptom  in  spinal  paralysis  (myelitis  especially),  but  no  indica- 
tions of  special  value  can  be  drawn  from  its  presence. 

Masturbation  is  credited  with  the  production  of  an  untold 
number  of  ills,  both  bodily  and  mental.  Although  the  practice 
is  highly  pernicious,  it  is  probable  that  its  influence  has  been 
overstated,  especially  in  connection  with  the  causation  of 
insanity,  although,  no  doubt,  it  sometimes  leads  to  mental 
disorder  (see  p.  234).  The  possibility  of  excessive,  or  incon- 
trollable  masturbation,  like  excessive  drunkenness,  being  due  to 
the  insane  tendency  of  the  patient,  must  be  borne  in  mind. 
The  frequent  practice  of  masturbation,  however,  may  produce 
various  nervous  diseases,  just  as  we  find  that  excessive  sexual 
indulgence,  even  in  the  married  state,  may  do  so;  and  the  gi’eat 
frequency  of  the  opportunities  preseiited  to  the  masturbator  in 
gratifying  his  desire,  accounts  probably  for  part  of  the  special 
evils  which  arise  in  his  case.  Excess  in  venery  which  is  often 
carried  to  an  extreme  by  certain  newly  married  people,  and 
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sometimes  continued  bj  them  to  an  unreasonable  extent,  may 
give  rise  to  palpitations,  debility,  and  nervousness  of  various 
kinds:  among  the  more  serious  forms  of  disorder,  due  to  the 
various  forms  of  excess,  may  be  named  spinal  paralysis,  locomo- 
tor ataxy,  and  convulsions.  Mental  disorder  is  supposed  to 
arise  at  times  from  this  cause  (see  p.  233). 

It  should  be  remembered,  in  presence  of  anomalous  nerv'ous 
symptoms,  that  even  very  young  children  sometimes  practise 
masturbation,  and  this  may  arise  from  some  mechanical  iirita- 
tion  in  the  parts,  or  from  less  obvious  causes  (such  as  diabetes) 
connected  with  the  organs. 

Seminal  discharges  may  likewise  be  gi-eatly  exaggerated  in 
importance  by  the  pernicious  influence  of  quack  literature,  or 
the  reading  of  other  medical  books.  The  terrors  held  over  their 
patients  by  quacks  have  likewise  a powerful  influence  on  many 
pei'sons.  A certain  frequency  of  these  emissions  is  natural  to 
young  men  who  lead  a chaste  life,  and  their  frequency  is  often 
increased  by  studious  or  sedentary  habits,  and  the  attendant 
dyspepsia  and  constipation  so  common  in  such  ]Dersons.  A 
course  of  prurient  reading  also  favours  this  unnatural  frequency. 
When  the  emissions  occur  every  night,  or  twice  or  thrice 
a week,  the  condition  is  certainlv  unnatural,  although  not 
necessarily  alarming,  and  this  is  the  more  certain  if  the  dis- 
charges occur  without  the  patient  being  aware  of  their  coming 
away,  or  if  they  occur  dux’ing  the  day,  or  without  any  previous 
erection.  Patients  sometimes  complain  veiy  much  of  this 
symptom,  and  allege  the  frequent  passing  of  semen  in  their 
urine.  This  does  occur  at  times,  but  the  milkiness  or  turbidity 
complained  of  are  not  unfrequently  due  merely  to  phosphatic 
deposits  occumng  in  the  alkaline  urine  within  the  bladder. 
Chemical  and  microscopic  tests  can  set  such  doubts  at  rest. 
Another  form  of  discharge  complained  of  consists  of  a little 
clear  glairy  fluid,  like  white  of  egg,  frequently  or  constantly 
exuding  from  the  urethra.  This  is  due  to  prostatic  or  some 
other  than  the  seminal  secretion,  and  has  not  much  significance, 
although  it  is  inci'eased  by  the  same  influences  which  favour 
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frequent  seminal  emissions.  When  from  the  account  given,  or 
from  the  frequent  or  habitual  presence  of  spermatozoa  in  the 
urine,  we  are  satisfied  of  the  existence  of  a morbid  condition,  we 
must  inquire  whether  any  unnatm’al  excitation  of  the  parts  has 
been  caused  by  masturbation,  a practice  which  patients  do  not 
always  readily  confess.  The  general  health  and  habits,  the  state 
of  the  stomach  and  bowels,  and  the  use  of  stimulating  food  or 
drink  late  at  night  must  be  inquired  into. 

This  condition  is  often  found  to  be  associated  with  a most 
distressed  state  of  mind,  want  of  energy,  depression  of  spirits, 
with  perhaps  actual  weakness  and  incapacity  for  work ; the 
patients  seem  often  to  foster  the  idea  of  their  dreadful  condition 
and  refuse  all  hope  and  consolation.  This  state  is  often  associa- 
ted with  other  abnormalities,  particularly  frequent  alkalinity  of 
the  urine,  and  the  deposit  of  oxalates,  with  a high  specific 
gravity  of  the  urine. 
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CHAPTER  XV. 

DISORDERS  OF  THE  FEMALE  ORGANS,  AND  THEIR 
RELATIONS  TO  THE  GENERAL  HEALTH.i 

MENSTRUATION  AND  ITS  DISORDERS. 

~j\/rODE  of  conducting  the  inquiries. — Students  often  experi- 
ence considerable  difficulty  at  first,  in  conducting  inquiiies 
on  these  subjects.  What  are  the  points  regarding  which 
infoi’mation  is  to  be  elicited?  How  are  the  questions  to  be 
put  1 The  inquiry  can  always  be  conducted  with  such  refine- 
ment as  will  not  offend  any  proper  delicacy  of  feelings  whilst  on 
the  other  hand  an  unfavourable  impression  may  readily  be 
conveyed  to  the  mind  of  the  patient  by  the  form  or  mode  of 
putting  a question.  Coarseness  or  impertinence  have  often 
been  ascribed  to  medical  men,  simply  from  want  of  tact,  dis- 
cretion, or  personal  refinement  in  this  respect. 

In  many  cases  a few  general  questions  are  all  that  is  neces- 
sary. In  hospital  practice,  where  the  cases  are  fully  recorded, 
inquiries  should  always  be  made  as  to  these  functions ; but  in 

1 The  following  writers  may  be  referred  to  for  further  information  on  the 
subjects  dealt  with  in  this  chapter West,  Barnes,  Graily  Hewitt,  Matthews 
Duncan,  and  Sir  James  Simpson.  Montgomery  on  the  Symptoms  and  Signs 

Pregnancy,  Bemutz  and  Goupil’s  Clinical  Memoirs,  translated  by  the  New 
Sydenham  Society,  and  the  Lectures  by  Hildebrandt,  Olshausen,  and  Gusse- 
row,  in  the  German  Clinical  Lectures  issued  by  the  same  Society  (vols.  Ixvi. 
and  Ixxi.),  may  be  consulted  with  advantage.  The  subject  must  also  be 
considered  in  connection  with  the  Physical  Examination  of  thff  Abdomen, 
see  Chapter  xvi..  Part  3,  and  some  of  the  works  referred  to  there. 
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private  practice  it  is  well  to  abstain  unless  there  is  a clear 
necessity.  When  the  patients  are  young,  inquiries  should,  when 
possible,  be  made  through  the  parents ; at  all  events  the  subject 
should  be  introduced  through  them. 

It  is  well  to  lead  to  the  subject,  or  introduce  it  with 
special  bearing  regarding  the  symptoms  complained  of.  Thus 
one  question  may  introduce  another.  Having  asked  if  the 
bowels  are  “regular,”  there  may  next  come,  “Ajid  are  you 
regular  in  your  own  health  1 ” “ Not  too  often  or  too  much  at  a 
time?”  Or  if  some  special  pain  or  deranged  function  is  com- 
plained of,  the  subject  may  be  introduced  by  asking,  “ Do  you 
suffer  in  this  way  more  at  the  times  you  are  unwell  than  between 
times  1 ” — and  then  follow  the  above  questions.  It  is  well  even 
at  times  to  offer  some  such  explanation  as  “ symptoms  such  as 
you  have  are  often  dependent  upon  derangements  of  your  own 
health.”  Women  do  not  understand  the  term  “ menstniation.” 
They  sjjeak  of  being  “ unwell  ” — of  being  “ regulax’.”  It  is  also 
known  by  some  as  the  “ periods,”  or  the  “ coui'ses.”  They  will 
also  say,  “ My  own  has  left  me.” 

Normal  Menstruation. — The  functional  activity  of  the  female 
genei’ative  organs  is  normally  manifested  by  the  pei’iodic  dis- 
chai'ge  of  blood,  which  constitutes  what  is  termed  men- 
sti-uation.  The  points  regai’ding  which  inquiry  is  to  be  made, 
or,  in  other  woi’ds,  the  evidence  by  which  the  healthy  peiTorm- 
ance  of  the  function  is  to  be  detei’mined,  are  : (1)  The  I’egulaiity 
of  the  retui-n ; (2)  the  duration  of  the  pei'iod ; (3)  the  quantity 
of  the  dischai’ge ; and  (4)  the  amount  of  local  or  general  distur- 
bance which  accompanies  it.  Thei’e  is  a normal  standai’d  which 
is  taken  as  the  guide,  but  each  case  must  also  be  judged  by 
the  individual  habit. 

(1)  The  interval  between  the  first  day  of  menstruation  and 
its  I'eappeai’ance  at  the  next  pei’iod  is  genei'ally  reckoned  as 
twenty-eight  days  or  four  weeks,  but  certain  diffei’ences  exist. 
Some  women  “alter”  by  the  calendar  rather  than  the  lunar 
month;  some  regularly  every  three  weeks,  whilst  othei’S  exceed 
the  four  : and  even  a degi’ee  of  m-egularity  may  be  natui’al  to 
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the  individual  and  consistent  with  good  health.  (2)  The  duration 
of  the  discharge  likewise  varies,  from  two,  or  even  one  day,  to 
eight  days.  (3)  Some  lose  but  little  blood,  others  a considerable 
quantity.  (4)  Some  suffer  no  inconvenience,  whilst  others  have 
considerable  local  pain.  The  individual  habit,  therefore,  must 
always  be  ascertained  and  taken  as  the  criterion  of  healthy 
function  rather  than  a general  standard.  What  in  one  person 
may  be  normal  may  in  another  be  evidence  of  excess  or  defect. 

It  is  not  sufficient  to  receive  a simple  affirmative  reply  to  the 
question,  “ Are  you  quite  regular  1 ” Many  women  will  so 
answer  when  afterwards  they  will  be  found  to  have  excess 
either  in  time  or  in  quantity,  or  in  both.  It  is  necessary  there- 
fore to  follow  up  by  “ Not  oftener  than  you  used  to  be,  not  more 
at  a time  than  you  always  had  1 ” 

Menstruation  is  generally  accompanied  with  more  or  less 
malaise,  and  a degi'ee  of  local  discomfort  or  even  pain.  With 
every  derangement  of  function  an  increase  of  suffering  is  pre- 
sent; but  the  relative  value  of  pain  will  be  discussed  in  a future 
paragraph.  The  mucous  membrane  and  glands  of  the  genital 
tract  secrete  a fluid  sufficient  to  keep  the  opposing  surfaces 
moist,  but  under  ordinary  circumstances  it  is  not  manifest 
externally.  In  unhealthy  conditions  it  escapes  externally,  con- 
stituting what  is  termed  leucon-hcea  or  popularly  “ the  whites.” 
A physiological  degree  of  leucorrhcea  is  often  present  just  before 
or  after  menstruation,  and  must  not  be  confounded  with  the 
pathological  state  when  persistent  throughout. 

Variom  derangements  of  menstruation  have  received  distinct 
terms  in  medical  nosology.  Its  non-appearance  at  the  usual 
age,  or  its  supi^ression  after  its  establishment,  is  known  as 
Amenorrhcea  ; when  accompanied  by  excessive  pain  it  is 
tenned  Dysmenorrhcea  ; when  in  excess,  Menorrh.\gi.a. 
It  cannot,  however,  be  too  firmly  impressed  upon  the  mind 
that  these  terms  represent  symptoms  only,  and  not  actual 
diseases ; and  however  useful  for  the  purpose  of  study  or 
description  the  divisions  may  be,  they  do  not  represent  any 
actual  state  which  will  determine  treatment.  Amenorrhoea 
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may  in  one  case  be  the  result  of  bad  health,  and  in  another  may 
be  consistent  with  a robust  constitution.  Menstruation  may 
regularly  recur,  and  yet  the  constitution  may  be  steadily 
becoming  undermined  from  the  strain  thrown  upon  it  in  the 
developmental  processes  which  are  taking  place.  It  must 
always  be  remembered  that  menstruation  is  but  part  of  the 
general  process  of  the  development  of  rejn-oductive  life,  and 
that  the  latter  is  not  completed  when  the  menstrual  dis- 
oharge  has  once  regularly  been  established,  but  continues  for 
some  years ; in  fact  it  may  be  considered  incomplete  in  many 
•cases  until  the  twenty-second  year.  Whatever,  therefore,  the 
nature  of  the  prominent  symptom  may  be,  the  opinion  to  be 
formed  and  the  treatment  will  be  determined  less  by  that 
symptom,  than  by  the  constitutional  character  or  habit  of  body 
of  the  patient,  and  the  nature  of  the  disturbance  of  the  general 
functions. 

Primitive  Amenorrhoea  (Emansio  mensium),  where  the  flow 
has  never  taken  place.  The  inqumes  should  be  made  to 
elucidate  the  following  points : — 

(1)  The  age  and  general  development.  In  this  country  men- 
struation first  shows  itself  from  the  thirteeenth  to  the  fifteenth 
year.  But  age  is  not  a sure  criterion,  the  general  development 
of  the  body  must  be  associated  with  it.  (2)  The  pi’evious  his- 
tory : a severe  illness  about  the  age  of  puberty  may  retard 
menstruation.  (3)  Is  the  amenon-hoea  part  of  impaired  health  ? 
{anaemia,  chlorosis,  the  tubercular  diathesis.)  (4)  The  con- 
figuration being  womanly,  and  the  health  otherwise  good,  is 
there  defective  development  of  the  uterus,  or  defective  forma- 
tion of  the  generative  organs?  (absence  of  ovaries,  or  utems, 
or  vagina.)  The  diagnosis  in  the.  latter  case  can  only  be  absol- 
utely made  by  a physical  examination — a recourse,  however, 
only  to  be  had  under  very  special  circumstances. 

Intei-nal  evidence  of  functional  activity,  Avithout  discharge,  is 
sometimes  present  in  the  periodical  recurrence  of  lumbar  and 
pelvic  pains,  malaise,  headaches, — symptoms  known  as  the  men- 
strual molimen.  At  times  epistaxis  or  other  hremorrhages  may 
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occur.  The  regular  periodicity  is  the  all-important  character  of 
such  symptoms.  They  are  evidence  of  ovarian  activity,  and 
the  presence  of  these  organs  is  all  that  can  be  inferred  from 
them.  The  absence  of  such  symptoms,  however,  is  no  evidence 
of  want  of  these  organs.  The  occurrence  of  these  symptoms 
with  increasing  severity,  and  the  appearance  of  a tumour  rising 
out  of  the  pelvis,  is  diagnostic  of  retained  secretion  (imperforate 
hymen  or  occlusion  of  os,  &c.).  In  all  cases  where  the  men- 
strual molimen  has  occurred,  the  abdomen  should  be  examined 
for  such  a tumour. 

Menstruation  having  appeared,  is  the  health  suffering  from  the 
strain  of  the  developmental  process? — Amenoi'rhoea  usually  causes 
much  anxiety  on  the  part  of  parents  for  the  health  of  their 
daughters,  but  when  once  menstruation  has  occurred  it  is 
thought  the  danger  is  passed.  We  have  already  observed, 
however,  that  the  strain  of  reproductive  development  continues 
for  some  years  after  this  event,  and  the  health  may  suffer  from 
this  cause,  especially  under  the  influence  of  bodily  or  mental 
overwork.  The  symptoms  are  very  varied,  and  often  indefinite, 
and  may  affect  the  nervous  or  digestive  systems,  or  the  blood- 
making  function.  The  important  point  is  to  determine  the 
relationship  between  the  constitutional  suffering  and  the  per- 
formance of  the  uterine  function.  In  one  class  the  faulty  nature 
of  the  latter  is  the  effect  of  the  former,  as  when  amenorrhcea 
occurs  in  the  course  of  phthisis  or  from  sedentary  habits.  There 
is  another  class,  however,  where  the  menstrual  tax  is  the  cause, 
the  genex'al  suffering  the  effect.  In  the  latter  class  inquiries 
will  generally  elicit  that  at  first  the  lassitude  and  inaptitude  for 
work,  change  of  disposition  and  headaches,  or  the  derangements 
of  the  alimentary  canal,  or  the  localised  jxains,  w*ere  part  of  the 
menstrual  molimen,  but  that  by  the  accumulation  of  effects  they 
have  become  constant.  In  the  first  class,  although  the  deranged 
uterine  function  may  be  the  immediate  cause  for  seeking  advice, 
it  can  generally  be  found  that  failure  of  the  general  health  in 
some  respects  was  antecedent,  although  unnoticed  at  the  time ; 
or,  at  all  events,  there  is  not  the  same  close  relationship  in  the 
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order  of  events.  To  arrive  at  a just  estimate  of  a case  it  is 
thus  highly  important  to  determine  the  order  or  sequence  of 
the  symptoms.  Ansemia  may  be  caused  by  uterine  derange- 
ment, or  the  antemia  may  be  the  cause  of  the  latter.  In  many 
cases  it  may  be  very  difficult  to  determine  the  relation,  but 
success  in  treatment  will  none  the  less  depend  upon  the  accuracy 
of  the  diagnosis. 

The  health  may  thus  suffer  with  perfect  regidarity  in  the 
performance  of  menstruation.  Frequently,  however,  this  func- 
tion is  also  deranged.  The  character  of  the  derangement  de- 
pends to  a large  extent  upon  the  constitutional  temperament. 
In  the  relaxed  or  strumous  habit  there  is  generally  excess  in 
frequency  or  amount,  with  copious  leucorrhcea ; in  others  the 
tendency  is  to  scanty  or  irregular  menstruation ; and  in  the 
highly  nervous  temperament,  or  where  there  is  a heredi- 
tary histoiy  of  gout,  the  ovarian  pains,  spinal  irritation  or  cere- 
bi’al  suffering  predominate. 

Siqypression  of  Menstruation  or  Secondary  Amenorrhoea. — The 
inquiries  should  be  guided  by  the  following  list  of  causes  : — 

(1)  Pregnancy  (see  signs  of  pregnancy,  p.440.)  (2)  Influences 
affecting  the  system  at  a catamenial  period;  (cold,  mental 
emotions,  and  exanthematous  diseases.)  (3)  Constitutional 
causes ; (after  fevers,  sedentary  and  confined  occupations, 
change  of  residence,  long  continued  mental  anxiety,  anfemia, 
chlorosis,  continued  drain  on  the  system,  tuberculosis.)  (4) 
Local  causes ; (pelvic  inflammations,  strictm*e  of  the  os,  im- 
perfect involution  after  abortions  or  delivery  at  full  time;  more 
rarely  diseases  of  the  ovaries  and  displacements  of  the  uterus.) 

Menorrhagia  is  excess  of  the  menstrual  flow.  Hfemorrhage 
fi’om  the  uterus,  not  menstrual,  is  termed  “Metrorrhagia”; 
but  it  is  difficult  at  times  to  determine  whether  the  discharge 
is  of  the  one  nature  or  the  other.  The  distinction  is  neverthe- 
less important.  The  first  point  to  determine  is  the  character  of 
the  excess,  compared  with  the  ordinary  standard  and  the  indivi- 
dual habit  befox’e  referred  to.  The  excess  may  be  in  quantity, 
or  in  duration,  or  in  fi-equency  of  return,  or  in  any  two  or  all  of 
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these  combined.  Whatever  the  change,  maintenance  of  regular 
periodicity,  both  in  duration  and  the  return,  favours  the  idea  of 
a truly  menstrual  nature,  as  distinguished  from  hsemorrhage. 
Excess  in  duration  is  easily  noted,  but  patients  are  sometimes 
not  so  observant  as  to  determine  quantity.  If  clots  are  discharged 
in  any  quantity  or  size  it  is  evidence  of  excess  in  amount,  but 
small  shreddy  clots  discharged  during  micturition  are  common. 
The  question  may  also  be  put,  “ Do  you  find  you  have  to  use 
more  napkins  than  formerly?”  In  metrorrhagia  the  discharge 
may  take  the  form  of  flooding,  or  considerable  gushes,  and  in 
female  parlance  it  may  be  described  as  “ finding  a napkin  fre- 
quently of  very  little  use.” 

The  special  cause  of  the  menorrhagia  must  be  determined  by 
the  previous  histoiy,  the  general  constitutional  condition,  and 
the  local  examination.  (1)  The  previous  history.  Menorrhagia 
is  fiequent  after  abortions,  or  on  retuim  of  the  catamenia  after 
nursing,  especially  when  lactation  has  been  jirolonged.  It  is 
common  shortly  after  marriage;  at  times  menstruation  will 

then  be  suppressed  for  one  or  two  periods  and  return  in  excess 

the  first  time  being  supposed  to  be  a miscarriage.  Change  of 
residence  or  mode  of  life  is  at  times  the  cause.  Profuse  men- 
struation sometimes  follows  acute  fevers  and  pelvic  inflam- 
matory affections.  (2)  The  general  condition.  In  young  girls, 
especially  those  of  the  strumous,  or  so-called  phlegmatictem- 
perament,  menoiThagia  is  often  present.  Also  at  all  periods  of 
life,  from  a sluggish  abdomen;  constipation,  hepatic  derange- 
ment, loaded  urine,  a full  plethoric  habit  of  body,  or  rheumatic 
or  gouty  constitutions  are  frequently  associated  with  the  affec- 
tion. Altered  conditions  of  the  blood,  associated  with  Bright’s 
disease,  purpura,  and  the  like,  give  rise  to  menorrhagia;  but  in 
simple  aniemia  it  is  necessary  to  determine  by  the  history 
whether  the  ansemia  is  the  cause  or  the  effect.  (3)  Local  ex- 
amination. It  is  often  a question  whether  in  a given  case  a 
local  examination  is  necessary  or  not.  If  the  periodicity  is  well 
maintained,  a sufficient  constitutional  cause  having  been  found 
and  no  other  marked  symptom  of  uterine  disease  existing,  then 
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it  is  not  necessary  at  first.  But  if  treatment  has  already  failed, 
if  the  periodicity  is  not  well  observed,  and  if  there  has  been 
marked  flooding  or  metrorrhagia  I'ather  than  menorrhagia,  and 
if  any  other  symptoms  suggestive  of  organic  changes  or  of 
displacement  are  present,  then  an  examination  should  be  in- 
sisted upon. 

Dysmenorrhoea. — A certain  degree  of  pain  and  discomfort 
is  felt  during  a menstrual  period  by  the  majority  of  women, 
but  at  times  it  becomes  so  severe  as  to  compel  them  to  seek 
advice.  Cases  of  this  description  are  usually  divided,  in  sys- 
tematic works,  into  congestive,  neuralgic,  and  mechanical 
dysmenorrhoea.  The  division  is  not  a very  practical  one,  for  in 
many  cases  all  the  forms  are  more  or  less  combined.  There  are 
also  some  authors  who  view  all  cases  as  primarily  mechanical 
in  origin.  Into  the  discussion  of  this  subject  we  cannot  here 
enter,  but  must  view  it  from  the  purely  clinical  aspect. 

The  first  question  is,  has  the  dysmenorrhoea  existed  from  the 
earliest  years  of  menstruation?  If  so,  it  is  often  associated  with 
an  imperfect  development  of  the  uterus.  In  such,  the  flow  is 
scanty,  irregular  in  recurrence,  or  commg  and  going  during  the 
period.  If  regular,  the  quantity  natural,  and  the  pain  present 
from  the  first,  the  presumption  is  that  there  is  some  defect  in 
formation  (narrow  os,  with  small  cervix)  or  congenital  malposi- 
tion ] and  the  further  e^ddonoe  of  obstruction  will  also  be  present. 
In  this  class  of  cases,  it  must,  however,  be  remembered  that 
menstiaiation  may  for  two  or  three  years  be  compai’atively  easy, 
but  when  the  quantity  is  increased,  or  the  character  is  changed 
from  constitutional  causes,  or  the  sensibility  of  the  nervous 
system  increases  by  the  accumulation  of  efiects,  the  dysmenorrhoea 
may  come  on  later  and  more  gi-adually.  The  fact,  therefore,  of 
its  non-existence  in  the  earlier  years  does  not  exclude  a congeni- 
tal mechanical  cause  of  the  dysmenorrhoea. 

The  severity  of  the  pain  diflers  as  to  time  : it  may  be  felt  be- 
fore the  discharge,  or  only  with  its  appear-ance ; it  may  last  for 
a few  hours  only,  or  be  felt  during  the  whole  period ; it  may  be 
steady  and  continuous,  or  paroxysmal  and  remitting.  It 
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varies  in  its  position,  central  in  the  uterus,  or  general  in  the 
pelvis,  or  lateral  in  one  or  both  ovaries.  It  may  be  a hot 
thi’obbing  pain,  or  acute  and  lancinating,  and  running  in  the 
course  of  certain  nerves.  It  is  nearly  always  reflected  to  the 
back,  and  often  to  the  head  or  under  a breast,  limited  there  to 
a small  spot.  These  chai'acters  must  be  noted  and  taken  as 
factors  in  arriving  at  an  opinion. 

When  the  pain  is  chiefly  due  to  obstruction  to  the  flow,  it 
will  probably  be  paroxysmal  in  character,  each  attack  being 
followed  by  a flow — and  at  first  the  discharge  is  dark  in  colour, 
sometimes  black  and  tarry.  The  obstruction,  however,  is  not 
necessarily  a constriction  of  the  canal.  It  may  be  from  dysmen- 
orrhoeal  casts — the  mucous  membrane  being  shed  in  pieces — or 
it  may  arise  in  a purely  congestive  form,  and  be  owing  to  the 
rapid  escape  of  the  blood,  permitting  partial  coagulation.  In 
such  a form  it  will  most  likely  last  only  during  the  first  day. 
This  latter  character  is  more  or  less  common  to  the  purely 
congestive  forms,  the  discharge  giving  relief  to  the  vessels,  but 
it  will  be  variable  in  degree  according  to  the  amount  of  the 
congestion,  the  permanency  of  its  cause,  and  the  amount  of  the 
discharge.  By  some  authors  the  arrest  of  the  pain  after  the 
first  day  is  regarded  as  evidence  of  a flexion  in  the  cervix, — the 
congestion  of  the  organ  producing  erection  of  the  uterus,  and 
straightening  of  the  canal. 

The  localisation  of  the  pain  to  one  or  both  iliac  regions  or  to 
one  or  more  nerves,  together  with  disturbance  of  the  nervous 
system  generally,  will  determine  how  flu-  the  case  is  one  of 
purely  neuralgic  character.  But  it  must  always  be  borne  in 
mind  that  neuralgias  are  frequently  due  to  mechanical  causes, 
or  have  their  origin  in  disease  of  the  cervix.  They  may  like- 
wise have  their  origin  in  general  constitutional  conditions, 
specially  hereditary  gout. 

vaginal  examination  the  existence  of  a mechanical  cause  of 
dysmenorrhcea  is  recognised  by  naiTowness  of  the  cen  ical  canal 

usually  associated  with  a small,  or  elongated,  or  conical  cervix 
— and  also  when  marked  flexions  of  the  uterus  are  detected. 
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“ The  Change  of  Life  : ” The  Climacteric  Period,  the 
Menopause.  By  these  terms  are  denoted  the  end  of  repro- 
ductive life  in  the  female,  as  indicated  by  the  cessation  of 
menstruation.  This  peiuod  is  marked  by  a predisposition  to 
both  local  and  general  derangements  of  health.  It  occui'S 
between  the  fortieth  and  fiftieth  years. 

Local  Derangements. — The  manner  of  the  cessation  of  men- 
struation varies.  It  may  cease  suddenly  or  gradually — the 
intervals  becoming  longer  and  more  irregular,  and  the  quantity 
variable.  This  period  of  iiTegulax’ity  is  spoken  of  as  “the 
dodging  time.”  Frequently  the  change  is  indicated  by  excess  of 
menstruation,  both  in  quantity  and  frequency.  The  menorrhagia 
of  this  period  should  not  be  overlooked,  but  carefully  investi- 
gated, especially  if  continuing  past  the  ordinary  age.  Hsemor- 
rhage  returning  after  a lengthened  interval,  and  presenting  no 
definite  periodicity,  is  always  suspicious  and  calls  for  an 
examination. 

General  Derangements. — The  nervous,  vascular,  and  digestive 
systems  frequently  suffer.  One  of  the  most  frequent  complaints 
consists  in  flushings,  chiefly  of  the  head  and  face,  and  some- 
times felt  over  the  whole  body.  It  is  associated  with  a hot, 
bursting  feeling  in  the  skin,  and  is  often  relieved  by  perspii’ation. 
A dryness  of  the  skin,  or  want  of  ordinary  perspiration,  is 
frequently  associated  with  the  flushings.  A peculiar  headache 
affecting  the  occipital  region,  and  extending  to  the  neck,  is 
often  experienced.  It  has  long  been  recognised  that  thei’e  is  at 
this  age  a special  predisposition  to  mental  dei’angements. 
Rheumatic  and  gouty  aflTections  may  also  manifest  themselves, 
although  previously  absent.  The  digestive  system  tends  to 
become  sluggish  and  impaired. 

CLINICAL  VALUE  OF  SPECIAL  PELVIC  SYMPTOMS. 

Leucorrhcea. — We  have  already  referred  to  the  physiological 
variety  of  “ the  whites.”  It  is  common  either  before  or  after 
menstruation,  and  lasts  but  a limited  time.  A considei-able 
amount  of  “the  whites”  is  met  with  at  times  during  pregnancy. 
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In  young  girls  leucorrlioea  is  common,  and  is  often  regarded 
as  the  cause  of  the  weakness.  It  is  properly  the  effect,  and  may 
be  met  with  in  debilitated  constitutions,  especially  the  stinmous 
and  phthisical.  The  absence  of  any  other  uterine  symptom 
except  amenorrhcea,  or  scanty  and  irregular  secretion,  will 
point  to  the  truly  constitutional  nature.  Any  bad  hygienic 
influences,  and  certain  occupations,  such  as  the  use  of  the  sew- 
ing machine,  may  lead  to  this  form  of  the  affection. 

Leucon-hcea  is  an  almost  constant  attendant  of  all  uterine 
affections,  but  usually  other  symptoms  are  associated  therewith. 
In  such  cases  a careful  examination  should  be  made  when 
possible,  before  treating  in  routine  fashion  the  prominent 
symptom. 

The  secretion  may  come  from  the  uterus,  the  vagina,  or  from 
both.  In  the  former  case  it  may  be  seen  by  means  of  the 
speculum  escaping  from  the  os,  clear  and  glairy,  like  the  white 
of  egg,  becoming  thick  and  opaque  in  the  vagina.  Curdy  pieces 
or  thick  tenacious  mucus  generally  indicate  that  the  cervix  is 
the  seat  of  origin.  The  microscope  will  also  detect  the  source 
by  the  character  of  the  epithelial  cells — round  or  columnar 
from  the  uterine  cavity,  and  tesselated  from  the  vagina.  The 
discharge  may  be  purulent  in  character,  but  no  special  infer- 
ence can  be  derived  from  this  condition.  The  diagnosis  must 
be  based  on  other  considerations.  A mucous  discharge  may  be 
present,  and  even  abundant,  without  the  patient  being  conscious 
of  it,  either  from  inattention  or  from  its  escaping  only  during 
micturition. 

Children  at  all  ages  are  liable  to  a form  of  leucorrlioea,  which 
however  is  situated  in  the  vulva  only.  It  is  often  very  obstinate, 
and  is  dependent  upon  a depraved  constitutional  state,  associ- 
ated at  times  with  local  causes,  such  as  want  of  cleanliness,  or 
the  irritation  of  diarrhoea  or  woi*ms. 

Watery  discharges.  Associated  with  leucorrhcea  or  occumn» 
alone,  the  discharge  is  often  watery  in  character,  sometimes 
gi-eenLsh  in  colour,  at  others  pink  or  tinged  with  blood.  If 
there  is  any  cause  for  suspecting  pregnancy,  it  may  be  the 
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rare  affection  termed  hydron'hoea  gravidarum,  or  a symptom  of 
tlie  cystic  (hydatidiform)  degeneration  of  the  ovum.  A gi-eenish 
watery  discharge  sometimes  follows  parturition,  and  is  associ- 
ated with  imperfect  involution  of  the  uterus.  Met  with  under 
other  circumstances,  and  specially  when  pink  or  frequently 
bloody,  the  usual  cause  is  malignant  disease.  In  all  cases  the 
otlour  is  sufficient  to  distinguish  between  a watery  discharge 
and  an  involuntary  escape  of  the  iirine.  Several  cases  are  on 
record  where  watery  discharges  formed  the  sole  symptom  of  a 
uterine  polypus,  but  these  are  more  commonly  associated  with 
hsemoiThages. 

Pain. — The  significance  of  this  symptom,  apart  from  the 
revelations  of  a local  examination,  must  be  determined  by  the 
character,  the  exact  seat,  and  the  time  of  recurrence  or  exacer- 
bation, with  the  apparent  cause.  ' 

(1)  The  character  is  very  variable,  dull  and  constant,  shai'p, 
shooting,  hot,  throbbing,  &c.  One  term  frequently  used  is 
“ down  bearing;”  as  used  in  general  it  is  utterly  indefinite.  It 
is  employed  for  the  feeling  of  fulness  or  distension ; or  it  may 
be  simply  weight,  or  the  sensation  that  something  is  trying  to 
press  out  at  the  “front  passage.”  It  is  met  with  not  only  in 
uterine  affections,  but  also  when  the  bladder  alone  is  irritable, 
or  it  may  arise  from  haemorrhoids. 

(2)  The  exact  seat  of  the  pain  must  be  noted, — whether 
limited  to  a spot  or  diffused  over  a limited  area.  Thus  pain  is 
often  described  as  in  the  side — this  may  be  near  the  crest  of 
the  ilium  or  in  the  inguinal  region.  Again,  a pain  in  the  latter 
part  may  be  genei’al  or  indefinite,  as  when  due  to  disease  of  the 
cervix — but  when  arising  from  the  ovaiy,  the  spot  can  be 
exactly  localised  and  covered  with  two  fingers.  By  careful 
localisation  affections  of  special  nerves  can  be  made  out.  The 
pain  of  cancer  of  the  uterus  is  frequently  localised,  immediately 
behind  the  pubes,  gnawing  or  grinding  in  character,  marked 
by  nocturnal  exacerbations.  Pain  with  a marked  periodic 
character  of  this  description  may  warrant  the  assumption  of 
malignant  disease  of  the  fundus  {vide  Sir  J.  Y.  Simpson’s. 
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works) ; at  the  same  time  periodic  nocturnal  i:>ains  are  some- 
times present  in  acute  pelvic  inflammations.  Dorsal,  lumbar, 
and  sacral  pains  have  no  special  pathognomonic  significance — 
they  are  common  to  all  pelvic  affections. 

(3)  An  important  question  to  determine  is  whether  pain  is 
menstrual  in  origin.  If  recurring  only  witli  the  catamenia, 
lasting  for  a short  time  aftei*,  and  disappearing  till  the  next 
period,  the  question  is  simple  enough.  But  a pain  may  be 
constant  and  yet  menstrual.  In  such  a case  the  history  will 
show  that  at  first  the  pain  occurred  only  with  menstruation, 
but  gradually  increasing  (by  accumulation  of  effects)  it  has 
become  permanent,  though  still  subject  to  exacerbations  at  a 
monthly  jjeriod. 

(4)  Lastly,  light  may  be  throwji  on  the  nature  of  the  pain  by 
the  conditions  which  set  it  up,  or  cause  relief  or  aggravation.  Is  it 
affected  by  position  1 Pains  of  an  inflammatory  nature,  or  due 
to  malposition,  are  relieved  by  rest  and  aggravated  by  the  erect 
position.  Neuralgic  pains  are  not  so  influenced.  The  weary 
backache,  induced  by  exercise  or  fatigue,  and  relieved  by  rest, 
is  often  due  to  the  accumulated  effect  of  the  menstrual  pain. 
Again,  pain  occurring  when  one  position  is  assumed  for  a time, 
but  i-elieved  by  a change  of  position,  or  by  walking  about,  would 
point  to  blood  stasis — being  due  to  temporary  distension  of  the 
vessels  of  the  pai-t.  A j)ain  which  is  easy  while  walking  but 
comes  on  while  sitting  is  often  of  this  nature. 

Is  the  pain  affected  by  movement  1 An  inflammatory  con- 
dition is  always  so.  If  slight  it  may  be  elicited  only  by  a jolt 
or  sudden  movement.  Neuralgic  pains  are  not  so  influenced. 
If  muscular,  it  may  only  arise  on  movement  of  certain  muscles. 
It  must  be  remembered  that  miiscular  action  produces  pressure, 
and  may  elicit  a neighbouring  inflammatory  pain,  as  in  the 
action  of  the  psoas  muscle  in  the  various  jiositions  of  the  leg. 

The  pain  may  be  associated  with  the  act  of  mictui’ition  or 
defecation.  In  pel  vie  peritonitis  acute  pain  on  micturition  is 
frequent,  but  there  is  other  pain  as  well.  If  closely  limited  in 
its  relation,  occurring  with  the  act  and  lasting  for  some  time 
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after,  the  cause  is  most  likely  to  be  in  the  bladder  or  urethra 
(painful  caruncle).  Intermitting  pain  of  short  duration  simula- 
ting the  pains  of  labour,  are  met  with  where  something  is  being 
expelled  from  the  uterus — such  as  a blood  clot,  retained 
mucous  secretion,  or  dysmenorrhoeal  membrane. 

The  Constitutional,  or  Remote  Derangements  due  to 
Pelvic  Affections. — From  the  endless  variety  of  these  it  is 
evident  that  only  a few  can  be  here  enumerated,  such  as  every 
student  should  be  aware  of. 

1.  The  digestive  system. — Want  of  appetite,  sickness,  and 
nausea  are  frequent.  The  uterine  origin  is  indicated  if  the 
sickness  occurs  on  assuming  the  erect  posture  in  the  morning, 
or  with  exacerbations  at  the  menstrual  period,  or  if  the  general 
symptoms  show  remissions  with  the  pelvic  symptoms.  Con- 
stipation is  more  frequently  a cause  or  source  of  aggravation  of 
pelvic  disorder  than  the  effect,  except  where  pain  on  defecation 
incites  the  patient  to  resti’ain  the  action.  The  same  may  be 
said  of  sluggishness  of  the  liver,  associated  with  high-coloured 
or  sedimentai’y  urine. 

2.  The  nervous  and  vascular  systems. — A pain  limited  to  a 
spot  under  the  breast  is  a frequent  complaint ; also  pains  in 
the  back  in  the  lumbar  region,  or  even  extending  between  the 
shoulders — often  sensitive  to  the  touch.  Tic  may  likewise  have 
a uterine  origin,  but  in  such  cases  it  will  frequently  have  a clear 
association  with  the  catamenial  period ; it  occurs  also  with 
pregnancy.  The  headaches  are  not  always  definite  in  character, 
they  may  be  frontal,  or  occipital,  or  at  the  vertex.  At  the 
change  of  life  the  occiput  is  the  more  general  seat  (see  Change 
of  life,  p.  434).  Through  the  nervous  system,  the  heart  and 
bloodvessels  ai’e  frequently  affected — palpitation,  flushings,  and 
the  like.  A very  common  effect,  due  to  pelvic  derangement,  is 
coldness  of  the  extremities,  which  again  reacts  in  aggi-avating 
the  pelvic  pains.  Epileptic  attacks  may  occur  regularly  with 
the  menstrual  periods.  Spinal  irritation  has  sometimes  an  uter- 
ine origin,  as  also  hysteria  and  other  mental  derangements. 

3.  As  a very  special  influence  due  to  pelvic  origin  must  be 
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noted  the  faintings  and  constant  feelings  of  exhaustion,  or  loss 
of  energy,  experienced  by  many  suffering  from  even  slight 
uterine  ailments.  In  some  patients  the  inffuence  exerted 
through  the  pelvic  nerves  is  very  marked.  ]\Iany  patients  are 
exhausted  and  feel  faint  after  each  time  the  bowels  ai*e  moved. 
An  injection  wdll  often  cause  great  prostration.  In  the  same 
manner  inflammation  of  the  cervix,  though  causing  no  pain  but 
only  a constant  discharge,  will  frequently  produce  gi'eat  lassitude 
and  ready  fatigue.  Haemorrhoids  frequently  have  a similar 
effect.  Retro-version  and  ante-version  of  the  uterus  act  in  a 
similar  manner,  even  when  there  is  no  local  tenderness.  The 
patient’s  expression  frequently  is  that  all  energy  or  strength 
seems  to  go  as  soon  as  she  gets  up  and  begins  to  move  about. 
Tonics  are  useless  in  such  cases,  so  long  as  the  local  condition  is 
unalleviated.  The  special  pelvic  symptoms  may  be  very  slight, 
at  other  times  they  are  severe  and  well  marked.  The  grouping 
of  symptoms  in  such  cases  generally  is  as  follows: — Some  pelvic 
suffering,  gradually  loss  of  strength  and  appetite,  ready  ex- 
haustion, with  sickness  on  assuming  the  erect  position,  and 
steady  loss  of  flesh  from  inability  to  take  nourishment. 

The  determination  of  the  relation  between  pelvic  derangements 
and  remote  or  constitutional  suffering. — Affections  of  the  pelvic 
organs  are  known  to  produce  marked  disturbances  in  the 
function  of  remote  organs ; and  again,  derangements  of  other 
parts  frequently  produce  changes  in  the  uterine  function.  It 
is  therefore  highly  important  to  decide  the  relationship.  The 
question  has  been  frequently  referred  to  in  previoxis  sections. 
In  many  cases  it  is  evident  enough.  Thus,  amenorrhcea  in  a 
phthisical  patient  may  be  regarded  as  a common  effect,  not  the 
cause,  of  the  general  affection.  When  not  so  clear,  the  order  and 
succession  of  the  symptoms  must  be  carefully  investigated. 

When  derangements  of  the  stomach  are  of  pelvic  origin,  there 
are  some  special  characters  which  may  indicate  the  association — 
as  when  they  partake  of  the  characters  met  w'ith  in  pregnancy — 
as  sickness,  chiefly  on  assuming  the  erect  position  in  the  morning 
(when  dependent  upon  disease  of  the  cers'ix  this  is  often  noted) ; 
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or  if  manifesting  recurrence  or  exacerbations  at  menstrual 
periods ; or  if  coming  and  going  witb  special  pelvic  symptoms. 
The  same  holds  good  with  many  neuralgic  affections.  Fre- 
quently, however,  it  may  be  found  that  whilst  due  to  pelvic 
in-itation  the  derangement  has  become  pennauent  and  persists, 
whilst  the  exciting  cause  is  intermittent,  or  may  even  have 
passed  off  altogether.  The  “ weary  backache  ” is  often  of  this 
nature  due  to  menstrual  irritation,  yet  persistent.  The  early 
history,  however,  will  reveal  the  true  natui’e. 

THE  DIAGNOSIS  OF  PREGNANCY. 

Pregnancy,  it  must  be  remembered,  may  occur  under  circum- 
stances where  it  might  not  be  expected,  as  in  very  young  gii'ls, 
or  in  women  past  the  ordinary  age  of  child-bearing.  Pregnancy 
has  been  recorded  in  this  counti-y  at  the  thirteenth  year,  and  as 
late  as  the  fiftyifourth.  Women  who  have  stopped  having  chil- 
dren for  many  years  may  again  begin  to  bear  wiien  nearing  the 
change  of  life ; or  a woman  may  be  pi’egnant  for  the  first  time 
after  many  years  of  married  life.  It  is  very  common  for 
mothers  who  are  nursing  to  be  again  pregnant  without  men- 
sti’uating,  or  even  being  aware  of  it.  Again,  a patient  may 
have  had  amenorrhcea  for  many  months,  or  have  always  been 
very  irregular,  and  yet  become  pregnant.  Caution,  therefore, 
is  ever  needful,  and  more  especially  in  the  use  of  the  uterine 
sound  as  a means  of  diagnosis. 

In  the  latter  half  of  pregnancy,  when  the  uterine  tumour  is 
perceptible  above  the  pubes,  when  either  the  foetal  movements 
may  be  felt,  or  the  auscultatory  signs  can  be  heard,  and  when,  in 
first  pregnancies,  the  mammary  signs  ai’e  distinct,  there  can  be 
little  difficulty  in  the  diagnosis;  erroi’s  are  then  made  by  careless 
examination.  The  suppression  of  meustmai  ion  with  the  occur- 
rence of  an  abdominal  tumour  should  always  necessitate,  in  the 
medical  practitioner’s  mind,  the  exclusion  of  pregnancy,  by  the 
positive  evidence  of  a thorough  examination. 

In  the  earlier  months  tlie  diagnosis  is  more  difficult,  and 
in  doubtful  cases  it  should  be  deferred.  The  suspicion,  though 
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felt,  should  only  be  expressed  on  positive  evidence.  The  sudden 
finest  of  menstruation,  without  apparent  cause,  in  a woman 
who  has  always  been  previously  regular — associated  with  morn- 
ing sickness,  and  shooting  pains  or  fulness  in  the  breasts — 
is  often  quite  sufficient  presumptive  evidence  of  pregnancy. 

Supj)ression  of  the  CcUamenici,  although  one  of  the  first  symp- 
toms, is  equivocal  in  value.  It  merely  opens  uj)  the  question. 
The  suppression  may  be  due  to  other  causes.  It  is  possible  also 
for  a woman  to  menstruate  once  or  twice  after  conception : in 
such  cases  the  amount  of  discharge  is  markedly  diminished.  A 
discharge  of  blood  may  also  occur  during  pregnancy,  and  be 
repeated  at  intervals,  without  being  menstrual  in  its  nature. 

Morning  sickness  alone  is  of  little  value,  it  is  variable  in  its 
occurrence  as  to  time  and  duration,  is  often  absent,  and  may 
ai'ise  from  other  conditions. 

Changes  in  the  Mayntnce.  The  breasts  early  sympathise  with 
the  condition  of  the  uterus,  but  they  do  so  in  other  conditions 
as  well  as  in  pregnancy.  They  increase  in  size,  and  become 
sensitive  with  shooting  pains.  It  is  in  first  pregnancies  that 
the  aieolar  signs  are  of  most  value,  but  even  then  they  vary 
greatly  in  different  individuals;  and  a deepening  of  the  colour, 
with  slight  prominence  of  the  nipple,  may  arise  from  other  con- 
ditions of  the  generative  organs.  It  is  in  the  third  month  that 
the  increased  turgescence  begins  to  alter  the  characters.  The 
nipple  becomes  more  prominent,  the  areola  increases  in  size,  and 
its  colour  deepens,  whilst  the  follicles  on  its  surface  become 
moie  pi  eminent.  As  pregnancy  advances  these  changes  are 
more  pronounced,  and  the  surface  assumes  a moistened  ajipear- 
ance.  After  the  fifth  month  there  m.ay  appear  what  has  been 
described  by  Montgomery  as  the  secondary  areola,  immediately 
aiound  the  other,  faint  in  degree,  as  if  the  colour  had  been 
washed  out. 

The  abdominal  tumour.  The  abdomen  is  often  perceptibly 
enlarged  before  the  uterine  tumour  can  be  felt  externaJl  p-. 
After  the  twelfth  week,  sometimes  earlier,  the  uterus  can  be 
defined  above  the  pubes,  by  the  sixteenth  it  should  reach  mid- 
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way  between  tbe  pubes  and  umbilicus,  and  by  the  twentieth  be 
as  high  as  the  latter  point.  It  is  not  always  central  in  i^osi- 
tion,  most  frequently  there  is  an  inclination  to  the  right.  Its 
uniform  spheroidal  shape,  and  moderately  fii’m  elastic  resistance, 
are  of  service  in  distinguishing  between  it  and  other  tumours, 
differing  in  these  respects  from  the  hard  fibroid,  or  more  dis- 
tinctly fluctuating  ovarian  cyst.  Should  the  consistence  change 
under  manipulation,  the  tumour  becoming  firmer,  it  is  almost 
certain  to  be  uterine,  though  not  necessaiily  pregnancy.  At 
times  the  uterus  may  be  so  lax  before  the  seventh  month  that 
there  may  be  some  difficulty  in  defining  the  tumour,  especially 
if  the  abdomen  be  full  or  tense.  Mistakes  are  frequently  made 
from  this  cause. 

Vaginal  examination.  The  cervix  is  at  first  displaced  down- 
wards, afterwards  somewhat  backwai’ds,  the  enlarged  body  being 
felt  in  front  (anteversion).  At  times  the  displacement  of  the 
body  is  backwards.  The  cervix  from  an  early  period  under- 
goes softening  of  its  tissues,  beginning  in  the  mucous  coat, 
and  gradually  invading  all  the  tissues,  till  towards  the  end 
of  pregnancy  the  cervix  seems  shortened.  The  vaginal  portion 
is  really  shorter,  from  the  uterus  being  held  high  up,  but  the 
cervical  canal  is  not  diminished  in  length  till  a few  days  before 
parturition.  In  pluriparfe  the  os  in  the  later  months  is  suffi- 
ciently patent  to  admit  the  point  of  the  finger.  The  vaginal 
mucous  membrane  early  assumes  a deep  violet  hue. 

Foetal  movements.  By  the  mother  these  are  usually  felt,  for 
the  first  time,  from  the  sixteenth  to  the  eighteenth  week ; this 
is  spoken  of  as  “ quickening.”  Somewhat  later  they  may  be  felt 
by  the  examining  hand,  and  about  the  same  time  ballottement 
may  also  be  made  out.  Women  who  are  not  pregnant,  but  have 
a strong  desire  to  have  children,  or  are  suffering  from  mental 
ailments,  frequently  imagine  that  they  feel  the  movements  of 
a child. 

Auscultatory  signs.  The  uterine  souffle  may  be  heard  earlier 
than  the  foetal  heart’s  sounds,  but  it  is  not  certainly  diagnostic 
of  pregnancy;  it  is  heard  at  times  in  fibroid  tumours.  The  usual 
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time  for  the  pulsations  of  the  heart  to  be  heard  is  the  eighteenth 
week,  but  they  have  been  detected  earlier.  In  listening  for 
them  before  the  seventh  month,  a point  in  the  mesial  line 
somewhere  between  the  pubes  and  umbilicus,  but  nearer  the 
former,  is  where  the  sounds  are  most  likely  to  be  heard.  After 
the  seventh  month  they  will  be  found  most  frequently  about 
the  middle  point  in  a line  from  the  umbilicus  to  the  superior 
spine  of  the  ilium  on  the  right  side  or  the  left.  But  the  place 
must  necessarily  vaiy  with  the  position  of  the  child.  Tlie  rate 
varies  from  130  to  160,  and  the  beats  are  of  course  not  syn- 
chronous with  the  maternal  pulse. 

PELVIC  EXAMINATIONS. 

Indications  for  a 'physical  examination  of  the  pelvic  organs. 
It  may  be  laid  down  as  a general  principle,  in  the  words  of  Dr. 
Bames,  “That  when  constitutional  or  remote  effects  are  present, 
associated  with  marked  symptoms  of  derangement  of  function 
of  the  pelvic  organs,  the  necessity  of  exploring  the  physical 
state  of  these  is  as  cleai’,  as  is  that  of  examining  the  state  of  the 
heart  or  lungs,  when  these  organs  perform  their  functions  with 
distress,  and  the  whole  system  suffers.”  At  the  same  time,  for 
obvious  reasons,  such  a course  is  only  to  be  adopted  under 
special  necessities.  In  many  cases  a diagnosis  can  be  arrived  at 
without  this.  It  is  unnecessary  to  subject  a patient  to  this  ordeal 
when  the  local  derangements  are  clearly  but  part  of  a general 
constitutional  suflering,  especially  when  the  local  symptoms  are 
but  functional,  and  are  unassociated  with  local  distress.  To  this 
class  belong  many  cases  of  amenorrhoea  and  menorrhagia.  (For 
rules  as  to  examination  in  the  latter  case  see  p.  431.)  In 
amenorrhoea  marked  periodic  local  suffering  calls  for  an  extei*nal 
examination  at  least,  in  order  to  detect  any  tumour  fi’om  reten- 
tion of  the  menstrual  fluid. 

It  is  the  natui’e  and  amount  of  the  local  suffering  that  must 
determine  the  necessity  for  an  examination,  together  with  the 
order  or  succession  of  the  symptoms.  There  are  cases,  however, 
where  from  the  presence  of  an  a])parently  suflicient  constitutional 
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cause,  and  the  local  symptoms  being  slight  in  degree,  an  error  in 
diagnosis  mny  be  made  from  want  of  an  examination.  Thus, 
after  deiiveiy  an  imperfect  convalescence  may  have  occurred ; 
much  weakness  and  faintings  are  complained  of ; the  patient  is 
nursing,  and  to  this  cause  the  debility  is  assigned.  If  under 
such  circumstances,  any,  though  slight,  local  symptoms  are  pre- 
sent, such  as  pain,  or  continued  discharge,  a careful  vaginal 
examination  should  be  made,  and  a slight  parametritis  or  sub- 
involution may  be  detected.  At  the  change  of  life  also,  local 
affections,  which  demand  attention,  ai'e  liable  to  be  overlooked, 
from  the  tendency  to  regard  the  uterine  derangement  as  due 
simjdy  to  “ the  change.”  If  the  local  affections  ai-e  severe,  or 
persistent,  a vaginal  examination  should  always  be  made. 

Mode  of  conducting  i^dvic  examinations. — The  patient  should 
lie  upon  her  left  side,  with  her  shoulders  low,  and  thrown  as 
much  forward  on  the  front  of  the  chest  as  possible,  and  her 
knees  drawn  up.  The  forefinger  of  the  right  hand,  well  oiled, 
is  to  be  introduced  between  the  labia  from  behind  forwards ; 
the  opening  of  the  vagina  being  reached,  the  finger  should 
be  gently  pressed  into  the  canal  following  its  direction.  Note 
in  this  procedure  the  sensitiveness  of  the  parts,  and  the  con- 
sistence of  the  tissiies.  The  perineal  and  vaginal  constrictors 
will  contract  slightly,  but  will  soon  again  relax,  when  the  finger 
can  be  introduced  to  the  full  extent.  The  following  points 
must  then  be  noted: — 

1.  The  presence  of  tenderness  or  pain  upon  pressure  by  the 
finger,  care  being  taken  to  note  the  exact  situation  of  the 
tenderness. 

2.  The  position  and  the  direction  of  the  cervix. — The  vaginal 
portion  of  this  can  always  be  reached.  The  os  should  be  felt 
at  the  end  of  the  finger,  and  the  direction  of  the  cervix  should 
be  downwards  and  backwards.  To  estimate  its  position  in  the  pel- 
vis, there  are  two  fixed  points  for  I’eference.  First,  the  symphysis 
pubis ; the  point  of  the  finger  resting  against  the  cervix  in  the 
anterior  cul-de-sac,  the  part  of  the  finger  which  rests  against 
the  lower  margin  of  the  bones  indicates  the  distance.  This 
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point  should  be  slightly  beyond  the  second  joint.  If  the  os  is 
beyond  i-eacli,  or  nearer  the  os  pubis  than  above  indicated,  there 
is  some  displacement.  The  posterior  cul-de-sac  should  only 
be  reached  by  pressing  back  the  perineum.  Tlie  second  point  of 
reference  is  the  coccyx — feeling  for  it  extei-nally,  the  distance  of 
it  from  the  os  should  be  noted.  The  latter  is  frequently  placed 
too  high  in  the  diagi-ams  in  our  text  books.  In  those  who 
have  not  borne  children  it  is  seldom  more  than  an  inch  above 
the  coccyx,  but  in  those  who  have  had  a family  it  is  often 
within  half  an  inch,  and  frequently  lies  anterior  to  the  coccyx. 

3.  The  shape  and  consistence  of  the  cervix  with  the  degree 
of  patency  of  the  os. 

4.  The  mobility  of  the  cervix. — Experience  is  required  to 
estimate  this  correctly ; in  general  it  may  be  stated  that  it 
should  be  mobile  to  the  extent  of  a quaider  of  an  inch  in  any 
direction.  Fixedness  of  the  uteiais  is  an  important  diagnostic 
point. 

5.  The  feeling  of  resistance  of  the  vaginal  walls. — Apart 
from  the  cervix  there  should  be  no  fulness  or  resistance.  In 
the  normal  position  a portion  of  the  body  of  the  uterus  may  be 
felt  through  the  superior  Avail.  Fteces  in  the  rectum  will  givm 
resistance  in  the  posterior.  OtherAvise  any  degi'ee  of  fulness 
on  one  side,  as  compared  with  the  other,  or  of  hardness,  must 
be  noted. 

6.  The  examination  is  not  complete  Avithout  combining  the 
use  of  both  hands,  the  one  internal,  the  other  external,  pressing 
doAAmAvards  into  the  pelvis  from  above  the  pubes.  In  this 
manner  the  size  and  position  of  the  uterus  or  the  size  and 
relations  of  a tumour  may  be  determined. 

7.  By  the  sound  and  speculum  we  complete  the  examina- 
tion (see  pp.  449,  451).  The  sound  enables  us  to  determine  the 
direction  in  Avhich  the  uterus  lies  and  the  length  of  its  cavity. 
It  enables  us  also  to  a cei’tain  extent  to  decide  as  to  the  relation 
which  exists  betAveen  the  uterus  and  any  pehdc  or  abdominal 
tumours.  It  should  neA-er  be  used  if  there  is  a suspicion  of 
pregnancy,  and  only  by  experienced  hands  if  there  is  marked 
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tenderness  either  in  or  near  the  uterus,  hluch  mischief  may  be 
done  by  the  incautious  use  of  this  instrument. 

By  the  speculum  we  bring  the  cervix,  os,  and  vagina  under 
the  observation  of  the  eye.  Experience  diminishes  to  a large 
extent  the  necessity  for  its  use  in  many  cases.  It  need  not  be 
employed  by  any  if  the  cervix  feels  normal  in  shape  and 
consistence,  and  if  there  is  no  leucorrhoea.  When  discharge  is 
present  it  may  be  necessary  to  employ  it,  to  decide  the  seat  of 
origin — whether  uterine  or  not.  It  should  not  be  employed 
except  by  the  experienced  in  the  case  of  unmarried  women. 

8.  Examination  per  rectum  is  often  of  advantage,  but 
requires  experience.  It  may  be  employed  when  examination 
per  vaginam  is  objectionable.  By  this  method  the  finger  can 
reach  higher  posteriorly  ] and  it  is  believed  by  some  to  give 
increased  facilities  in  determining  the  condition  of  the  ovaries. 
The  uterus,  when  retroverted,  may  also  by  this  means  be 
brought  more  readily  under  the  command  of  combined  internal 
and  external  manipulation,  to  determine  its  size. 

Diagnostic  value  of  Evidence  obtained  by  a Vaginal 
Examination  : — 

1.  Increased  sensitiveness  or  imin  on  ‘pressure. — (a.)  At  the 
orifice  of  the  vagina.  The  following  conditions  may  give  rise 
to  this  symptom : — Small,  highly  vascular  and  sensitive  points 
in  the  mucous  membrane,  or  a similar  genei’al  condition  around 
the  orifice ; inflammation  of  the  vagina ; fissure  of  the  vaginal 
orifice.  These  conditions  ai’e  associated  with  a strongly  spas- 
modic condition  of  the  sphincter  vagime,  and  constitute  what 
has  been  termed  “ vaginismus.”  The  carunculie  myrtiformes 
are  sometimes  highly  sensitive.  Lastly,  the  conditions  may 
arise  from  painful  caruncle  at  the  orifice  of  the  urethra,  or 
from  the  presence  of  piles.  (6.)  Tenderness  in  the  region  of  the 
bladder,  when  that  organ  is  inflamed,  (c.)  Tenderness  on  pressui’e 
or  movement  of,  the  cervix — endocervicitis,  or  endometi'itis  \ 
also,  when  the  ovary  is  inflamed,  from  movement  or  pressure 
being  conveyed  to  it.  If  pelvic  peritonitis  is  pi’esent  the  cervix 
is  often  fixed,  but  pressure  will  elicit  pain,  (c/.)  In  pelvic 
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peritonitis,  or  cellulitis,  pressure  not  directed  on  the  uterus, 
that  is,  to  one  side  or  the  other,  will  cause  pain — whilst,  if  the 
uterus  alone  is  sensitive,  there  will  be  no  tenderness  if  the 
uterus  be  not  moved.  If  the  ovary  is  affected,  pain  is  elicited 
by  pressure  in  the  direction  of  the  organ  ; the  further  diagnosis 
is  dependent  on  the  degree  of  fulness  or  the  form  of  the  swelling, 
(e.)  The  presence  of  a limited  localised  inflammation  of  the  con- 
nective tissue  around  the  cervix  (pai’ametritis  pi-oper)  may  often 
be  ascertained  by  gentle  pressure  round  about  the  ceiwix,  so  as 
not  to  cause  movements  of  that  organ.  This  will  elicit  pain ; 
whereas  if  the  pressure  is  made  more  general,  so  as  to  move  the 
cervix,  the  seat  of  the  pain  may  be  supposed  to  be  in  it,  when 
it  is  only  at  the  side.  An  inflamed  state  of  Douglas’s  pouch 
may  thus  be  made  out  also.  (/)  The  tenderness  from  hajmor- 
rhoids  may  be  recognised  by  directmg  the  pressure  backwards. 

2.  The  position  and  direction  of  the  cervix. — The  normal 
condition  has  already  been  described.  Version  or  even  flexion 
of  the  uterus  is  rarely  present  without  some  change  in  the 
position  and  direction  of  the  cervix.  The  diagnosis  cannot  be 
determined  by  this  point  alone,  but  it  is  a material  aid  in 
guiding  the  judgment.  If  the  os  is  beyond  the  reach  of  the 
finger  and  looking  backwards,  probably  there  is  anteversion ; 
if  nearer  the  os  pubis  than  normal,  and  looking  forwards,  then  the 
opposite  condition.  This  evidence,  however,  must  always  be 
associated  with  what  is  determined  as  to  the  presence  and 
position  of  increased  resistance,  or  the  feeling  of  solidity  in 
different  directions,  with  the  form,  amount,  and  fixedness  of  the 
solid  body. 

3.  The  shape  and  consistence  of  the  cervix  with  the  degree  of 
patency  of  the  os. — (a.)  The  shape  of  the  cervix  is  sometimes 
diagnostic.  If  small  and  nipple-shaped,  there  is  likely  to  be  an 
undeveloped  (infantile)  uterus.  A somewhat  elongated  and 
conical  cervix  is  associated  with  constriction  of  the  cervical 
canal,  causing  marked  dysmenorrhcea.  A small  cervix,  flattened 
in  its  superior  border,  with  the  os  eccentric,  is  at  times  associated 
with  congenital  anteflexion,  and  constriction  of  the  canal.  (6.) 
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The  normal  consistence  lias  been  likened,  not  inaptly,  to  that 
of  the  point  of  the  nose.  In  the  course  of  pregnancy  it  becomes 
softened  and  relaxed.  In  diseased  conditions,  it  frequently 
becomes  soft  and  velvety,  with  patency  of  the  os.  The  cervix 
is  often  indurated  (either  in  nodules  or  generally)  in  chronic 
endocervicitis,  and  in  malignant  disease.  It  is  also  subject  to 
hypertrophic  elongation  which  may  affect  either  one  or  both 
lips,  (c.)  The  shape  of  the  cervix  is  changed  in  those  who 
have  borne  children.  It  has  lost  its  circular  or  slightly  ovoid 
character  with  small  round  os;  it  is  more  or  less  fissured,  oval, 
and  unsymmetrical ; at  times  a part  or  the  whole  of  one  lip 
may  be  lost.  In  the  atrophied  condition  in  the  aged,  the 
vaginal  portion  may  be  entirely  removed,  the  vagina  seeming  to 
end  in  a point.  The  changes  in  cancer  will  be  afterwards 
described  (see  p.  456). 

4.  Mobility  of  the  cervix  is  increased  when  there  is  prolapsus 
or  a tendency  thereto.  It  is  diminished  or  absent  in  pelvic 
peritonitis  or  cellulitis,  and  in  malignant  disease. 

5.  The  sensation  imparted  to  the  finger  by  the  vaginal  walls  may 
be  vai’iously  altered.  There  may  be  only  the  feeling  of  fulness 
of  one  side  as  compared  with  the  other.  From  this  there  may 
be  any  degree  of  undefined  resistance  up  to  hardness  and  fixed- 
ness. These  are  associated  with  inflammatory  conditions,  and 
are  rarely  without  tenderness  on  pressure.  The  swelling  fre- 
quently alters  the  position  of  the  os,  which  is  pushed  away  from 
the  side  affected.  If  the  increased  resistance  can  be  defined  in 
shape,  having  a rounded  character,  its  nature  must  be  deter- 
mined by  its  seat,  size,  consistence,  and  mobility,  whether  it 
is  the  body  of  the  uterus,  the  ovary,  something  occupying 
Douglas’s  pouch,  or  a calculus.  When  possible,  the  uterine 
sound  is  required  to  decide  the  diagnosis. 

When  the  position  of  the  uterus  is  normal  a portion  of  its 
body  can  be  felt  through  the  anterior  wall  of  the  vagina.  In 
anteversion  it  can  be  felt  more  readily  and  to  a gi'eater  extent, 
and  the  os  is  further  removed.  Inflammatory  products  (rare 
in  this  situation)  are  not  so  well  defined  and  are  less  mobile 
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tlian  the  uterus.  A rounded  tumour  behind  the  cervix  may  be 
due  to  retroflexion,  or  to  fluid  or  solid  contents  in  Douglas’s 
pouch;  the  size  and  consistence  will  sometimes  suffice  for  a 
decision  ; or  by  the  bi-manual  examination,  the  fundus  may  be 
felt,  behind  the  os  pubis,  whilst  the  tumour  is  still  in  situ  behind. 

The  solidity  of  some  forms  of  pelvic  cellulitis  cannot  be  felt 
by  the  finger /jer  vaginam  alone,  but  can  be  determined  by  the 
combined  internal  and  external  method. 

When  a hard  tumour  can  be  felt  through  the  abdominal  wall, 
and  at  the  same  time  a hard  fixed  resistance  through  the  vagina' 
It  must  not  be  inferred  that  there  really  is  a solid  tumour  of  the 
apparent  size ; such  a condition  is  often  produced  by  a matting 
together  of  the  intestines,  the  broad  ligament,  and  the  Fallopian 
tube.  The  inflammatory  hardening  of  a pelvic  cellulitis  will 
sometimes  extend  upwards  beneath  the  peritoneum  far  up  on 
the  abdominal  wall.  The  tliin  cake-like  feeling  of  the  superior 
edge  and  the  immobility  of  the  wall  over  the  tumour,  will 
readily  distinguish  this  fonn. 

When  lateral  movements  (not  merely  downward  pressure)  can 
be  conveyed  from  an  abdominal  tumour  to  the  ceiwix  uteri,  it 
establishes  an  uterine  connection.  This  character  is  of  impor- 
tance ni  determining  between  uterine  and  ovarian  tumours. 
The  diagnosis  is  completed  by  the  use  of  the  sound. 

The  Uterine  Sound  and  its  Diagnostic  Value.— We 
have  already  alluded  to  the  caution  necessary  in  the  use  of  this 
diagnostic  aid,  where  there  is  a suspicion  of  pregnancy,  and 
where  there  is  pelvic  inflammatory  mischief.  The  sound  oriffi- 
nally  proposed  by  Sir  James  Simpson  is  the  best. 

Mode  of  mtroduction.~The  instrument  should  be  held  lightly 
by  the  right  hand,  and  its  point  guided  to  the  os  by  the  "fore- 
finger of  the  left.  As  it  enters  the  cerrix  the  stem  will  be  near 
the  under  surfiice  of  the  symphysis  pubis,  parallel  to  the  urethra. 

In  the  normal  position  of  the  utei-us  the  direction  of  the  canal 
IS  forwards  and  upwards.  To  cause  the  point  of  the  instniment 
to  take  this  direction  the  handle  must  be  drawn  backwards 

towards  the  perineum.  When  fully  introduced  it  should  rest  on 
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that  structure.  The  distance  the  point  has  entered  is  recognised 
by  the  finger  in  the  vagina.  The  knob  or  swelling,  2|  inches 
from  the  point,  which  indicates  the  normal  length  of  the  cavity, 
should  be  just  at  or  within  the  os.  Failure  to  introduce  it  thus 
far  is  often  due  to  not  tilting  the  handle  sufficiently  back.  No 
force  must  be  used,  the  instrument  should  glide  in.  If  resistance 
is  met  with,  move  the  point  about,  by  making  the  sound  turn 
on  the  forefinger  resting  on  the  point  of  curvature.  Take 
special  care  that  the  stem  is  not  made  to  rotate  merely  on  its 
fixed  extremity.  If  the  position  of  the  uterus  is  abnormal,  the 
direction  given  to  the  sound  must  be  varied  according  to  the 
information  obtained  by  the  digital  examination,  or  the  sensa- 
tion derived  through  the  instrument  itself.  In  retroversion  the 
position  and  direction  of  the  sound  will  be  the  reverse  of  that 
described  as  the  normal. 

Diagnostic  value. — I.  Constriction  of  the  cervix  may  be  recog- 
nised if  the  lumen  be  too  small  to  permit  the  probe  to  pass. 
The  narrowing  from  flexion  may  be  recognised  by  the  seat  of 
arrest,  and  by  the  special  manoeuvre  necessary  to  overcome  it, 
s\ich  as  tilting  in  a certain  direction,  or  having  to  press  the 
fundus  upwards. 

2.  The  length  of  the  cavity. — The  normal  length  is  2|  inches. 
It  will  be  found  elongated  in  {a)  recent  delivery,  the  normal  size 
is  not  reached  till  the  third  or  fourth  week.  In  repeated  ex- 
aminations a steadily  diminishing  length  of  the  cavity  is  valua- 
ble evidence  of  recent  parturition.  Under  various  conditions 
the  diminution  in  the  size  of  the  uterus  is  arrested  {suhinvolu- 
lion) — after  delivery  at  the  full  time  and  also  after  abortions. 
Usually  in  this  condition  it  will  be  found  3^  inches,  but  it  may 
be  considerably  beyond  this.  (6)  In  hypertrophy  from  chronic 
congestion,  metritis,  and  malignant  disease  of  the  body  (3^ 
inches),  (c)  From  uterine  tumours.  The  amount  of  elongation 
is  greatly  dependent  upon  their  seat;  if  subperitoneal  the  increase 
may  be  slight;  as  they  approach  the  mucous  surface  the  tendency 
is  to  lengthen  the  cavity.  A tumour  of  the  fundus  may  give 
an  apparent  shortening,  {d)  The  elongation  may  exist  in  the 
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cei-vix  only,  or  in  its  vaginal  portion  from  hypertrophic  elonga- 
tion of  both  lips.  It  may  thus  measure  4 to  5 inches,  and  has 
been  found  as  nnich  as  9 inches  (Huguier).  The  portion  above 
the  vagina  may  also  be  elongated  from  dragging  of  the  uterus 
upwards  by  tumours,  (e)  The  cavity  is  shortened  in  defective 
development  (infantile  uterus) ; in  inversion  of  the  uterus ; 
in  tumoui’s  from  adhesions ; in  the  atrophic  state  in  the  a"ed ; 
Sir  James  Simpson  described  a condition  of  hyper-involution, 
where  the  normal  process  has  been  in  excess. 

3.  Displacements  of  the  uterus. — These  are  readily  determineil 
by  the  dii'ection  in  which  the  sound  passes. 

4.  To  ascertain  the  connection  or  non-connection  of  tumours 
with  the  uterus. — If  the  sound  passes  directly  into  the  tumour 
it  proves  it  to  be  uterine.  A large  sub-involuted  uterus  may 
thus  be  distinguished  trom  other  swellings.  A swelling  behind 
the  cervix  may  thus  be  determined  to  be  the  fundus,  or  some- 
thing occupying  Douglas’s  pouch.  If  the  sound  does  not  pass 
directly  into  the  tumour  it  may  still  be  uterine,  or  have  uterine 
attachments.  The  point  is  to  be  decided  by  moving  the  tumour, 
and  observing  whether  motion  is  conveyed  or  not  to  the  sound ; 
oi  vice  versa.  The  non-uterine  nature  will  be  further  confirmed 
if,  by  aid  of  the  sound,  the  uterus  and  tumour  can  be  made  to 
move  simultaneously  in  different  directions.  In  this  manner 
small  ovarian  tumours  can  generally  be  differentiated. 

5.  The  sound  is  further  of  service,  in  elevating  the  fundus  or 
drawing  it  forward,  so  as  to  bidng  it  within  reach  of  the  com- 
bined internal  and  external  manipulation,  to  determine  more 
accurately  the  size  of  the  organ. 

The  Speculum. — Ferguson’s  tubular  glass  speculum  is  the 
best  adapted  for  general  use.  Of  the  bivalve  form,  that  known 
as  Cusco  s is  now  most  preferred.  A good  window  light  is  the 
best;  this  should  be  on  a level  with  the  bed.  Where  the  light  is 
bad  the  tubular  form  of  instruments  has  a decided  superiority 
in  illuminating  power.  Should  ai’tificial  light  be  necessary,  a 
shade  should  be  devised  to  screen  the  observer’s  eyes,  or  a 
mirror  may  be  used  for  reflecting  the  light,  as  in  laryngoscopy. 
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The  lateral  position  of  the  patient  should,  if  possible,  be 
adopted.  It  is  less  trying  to  her,  and  sufficient  in  the  majority 
of  cases.  At  times,  however,  with  Ferguson’s  speculum,  we 
miiy  fail  to  gain  a view  of  the  os  in  the  lateral  position,  when 
we  may  succeed  in  the  dorsal.  The  shoulders  of  the  patient 
must  not  be  on  a higher  level  than  the  buttocks.  The  dress 
should  be  carefully  adjusted  so  as  not  to  expose  any  part  of  the 
thighs. 

Having  oiled  the  instrument,  and  holding  it  in  the  right 
hand,  we  gently  sepai’ate  the  labia  with  the  fingers  of  the  left. 
With  them  for  a guide,  the  instrument  is  presented  at  the  orifice 
of  the  vagina ; we  then  press  it  backwards  so  as  to  depress  the 
perineum,  and  with  a slight  rotatory  action  introduce  it  within 
the  orifice.  The  direction  is  now  to  be  changed,  backwards,  to 
make  it  glide  over  the  perineum,  not  upwards  towards  the 
utei’us.  When  once  fully  introduced,  the  outward  end  should 
be  depressed  well  on  the  perineum,  and  if  the  cervix  does  not 
present  properly  at  the  inner  orifice,  its  position  may  be  altered 
by  a gentle  rotatory  movement  of  the  speculum. 

When  the  bivalve  speculum  is  used,  care  must  be  taken  that 
it  is  introduced  fairly  behind  the  cervix  before  the  blades  are 
expanded.  The  opening  up  of  the  blades  must  be  done  slowly 
and  carefully,  watching  the  effect  meanwhile. 

The  above  forms  are  those  of  general  use,  and  are  serviceable 
for  inspection,  or  when  topical'  applications  to  the  uterus  have  to 
be  made.  When  any  surgical  procedure  is  necessary,  the 
“ duckbill,”  or  Sims’  speculum,  has  decided  advantages.  It 
necessitates  an  assistant  to  hold  it,  but  this  drawback  has  been 
overcome  by  various  modifications.  In  using  it  the  position  of 
the  patient  is  of  even  greater  importance  than  in  the  other 
forms.  For  its  successful  iise  there  must  come  into  play  the 
dilatation  of  the  vagina  by  air,  when  the  contents  of  the 
abdomen  are  made  to  gravitate  away  from  the  pelvis.  This  is 
accomplished  by  placing  the  patient  in  the  semi-prone  position. 
She  lies  on  the  left  side,  the  arm  drawn  backwards  from  under 
the  side  or  placed  above  the  head,  the  shoulders  low,  and  the 


USES  OF  THE  SPECULUM. 


453 


patient  turned  as  much  as  possible  in  this  position  to  lie  on  her 
face  or  front  of  the  shoulder.  In  this  position  when  the 
speculum  is  introduced,  so  that  the  convex  surface  presses  back 
the  perineum,  air  enters  the  vagina  and  distends  it.  The 
instrument  is  then  introduced  to  the  full  extent  and  adjusted, 
so  as  to  bring  the  cervix  into  view,  and  the  handle  entrusted 
to  an  assistant. 

Uses  of  the  speculum  and  appearances  of  the  cervix. — By  the 
above  means  a full  view  of  the  os  uteri  and  vaginal  imrtion  of  the 
cervix  can  be  obtained.  The  mucous  membrane  of  the  vagina 
throughout  its  whole  extent  can  also  be  inspected.  This  is  best 
done  in  the  withdrawal  of  the  tubular  instrument ; the  condition 
of  the  mucous  membrane  may  be  seen  as  it  gi-adually  folds  iu 
behind  the  speculum  as  it  is  withdrawn. 

The  cervix  should  present  a smooth  surface  of  uniform  colour. 
In  the  nulliparous,  it  is  I’egular  in  form,  with  circular  or  slightly 
oval  os;  in  those  who  have  borne  children  it  is  often  irregular  in 
shape,  and  the  os  more  or  less  fissured.  In  the  latter  case  the  use 
of  the  speculum,  especially  the  bivalve  form,  tends  to  evert  the 
lips  of  the  cer\  ix,  and  thus  bring  into  view  the  redder,  more 
highly  injected  surface  of  the  canal ; and  this  is  liable  to  be 
mistaken  for  inflammatory  injection.  When  the  membrane  is 
inflamed  this  eversion  may  be  natural  and  not  produced  by 
the  instrument.  Slightly  withdi'awing  or  closing  the  instrument 
will  distingui.sh  between  the  two. 

In  catarrhal  conditions  of  the  cervical  canal,  the  vaginal 
portion  may  be  normal,  but  there  is  seen  escaping  from  the  os 
a clear  glairy  fluid,  like  white  of  egg.  This  becomes  white  and 
opaque  in  the  vagina. 

In  addition  to  the  angry-looking  eversion  of  the  lips,  we  may 
frequently  meet  with  red  patches  extending  to  the  vaginal 
surface,  or  isolated  patches  thei'eon.  These  are  produced  by 
injection  or  enlargement  of  the  papillre.  If  the  epithelium  is 
intact,  the  surface  is  smooth,  but  when  it  is  removetl  the 
appearance  presented  is  velvety  or  granular,  and  the  membrane 
readily  bleeds  to  the  touch.  Associated  with  this  condition  the 
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cervix  is  frequently  swollen  and  enlarged.  Aplitlious  eruptions 
have  been  described,  and  more  I’arely  small  erosions  are  met 
with.  Syphilitic  ulcers,  similar  to  those  found  on  the  glans 
penis,  are  also  described. 

Small  mucous  polypi  and  cysts,  which  have  escaped  the  cog- 
nisance of  the  finger,  may  be  detected  by  the  eye.  They  arise 
from  changes  in  the  mucous  glands  within  the  canal.  Minute 
cysts  may  be  seen  in  the  immediate  neighbourhood  of  the  os, 
sometimes  encircling  it  {ovula  Nabothi) ; they  feel  hard  and 
pearly,  when  punctured  they  collapse. 

The  changes  in  the  cervix,  due  to  malignant  disease,  will  be 
described  under  that  head.  But  it  may  be  remarked  here  that 
when  the  disease  is  well  pronounced,  the  nature  can  be  deter- 
mined b}'^  digital  examination  alone,  and  the  use  of  the  speculum 
should  be  limited  to  aiding  the  topical  applications  (see  p.  456). 

Pelvic  Inflammations. — Inflammation  may  invade  only  the 
peritoneum  (perimetritis),  or  the  cellular  tissue  of  pelvis  (para- 
metritis), or  it  may  be  that  both  are  afi’ected  together.  Although 
clearly  distinguishable  pathologically,  we  are  not  yet  in  a posi- 
tion to  lay  down  definite  diagnostic  signs  between  them. 
Tumours  of  large  size,  dense,  firm  or  hard,  may  arise  from  mat- 
ting together  of  the  broad  ligament  and  bowel ) a thin  stiuctuie, 
such  as  the  peritoneum  or  a cyst  wall  may,  when  inflamed, 
become  hard,  and  give  the  feeling  of  a dense  solid.  Hence  the 
difficulty  in  diagnosis. 

Inflammation  may  exist  without  hardness  or  tumour.  From 
the  prominence  given  to  these  signs  in  the  descriptions  of  pelvic 
cellulitis,  many  affections  of  truly  inflammatory  nature  are 
frequently  overlooked.  Fulness  and  tenderness  on  one  side  of 
the  pelvis  may  be  the  only  signs  present;  just  as  the  cheek  may 
be  swollen  and  tender  from  toothache  without  there  being  the 
hardness  of  a gum-boil.  The  cellular  tissue  on  either  side  of 
the  cervix  may  thus  be  acutely  sensitive  to  the  touch  without 
beinf^  hard.  This  is  often  mistaken  for  tenderness  of  the  uterus 
itself,  but  it  may  be  readily  distinguished  by  pressure  upwards,  to 
the  one  side,  insufficient  to  move  the  uterus.  Gentle  pressure,  by 
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slight  flexion  of  the  first  joint  of  the  finger,  is  the  best  means  to 
determine  the  exact  seat  of  the  affection ; movement  of  the  cervix 
will  elicit  pain  if  there  is  any  inflammatory  condition  near  it. 
With  the  tenderness  in  this  situation  careful  comparison  with 
the  opposite  side  will  generally  enable  one  to  detect  a fulness 
or  sense  of  increased  resistance,  corresponding  to  the  seat  of 
pain.  This  condition  is  very  common,  especially  after  child- 
bu-th  or  abortion,  and  also  with  endocervicitis ; but  the  absence 
of  hardness  or  tumour  leads  frequently  to  an  oversight.  A dis- 
tinct hardness  in  this  region  is  occasionally  met  with,  narrow  in 
character  and  extending  laterally  from  the  uterus,  correspond- 
ing  with,  and  limited  to,  the  base  of  the  broad  ligament  and 
sometimes  existing  on  both  sides.  More  usually,  however,  it 
presents  a form  to  be  presently  described. 

Fulness  and  tenderness  on  one  side  of  the  vagina,  not  in  such 
close  relation  to  the  cervix  as  in  the  former  case,  are  met  with 
from  ovarian  irritation  or  inflammation.  A swollen  and  tender 
ovary  may  be  defined  by  the  finger  through  the  vaginal  wall. 
In  an  early  condition  the  wall  is  moveable  over  it,  but  it  is 
liable  to  become  fixed  in  the  general  swellino- 

Hardness  and  fixation  are  generally  combined.  The  hardness 
may  be  limited  to  the  more  strictly  peri-uterine  region,  displacing 
and  partially  encircling  the  cervix,  and  having  a rounded  and 
defined  margin.  At  other  times  the  whole  of  one  side  of  the 
pelvis  feels  solid  without  any  defined  margin  or  roundness. 
The  latter  swellings  are  clearly  cellulitic,  but  with  the  former 
it  is  more  difficult  to  say  whether  they  are  parametric  or  peri- 
metric. When  the  tumour  can  be  felt  above  the  brim,  occupy- 
ing a clearly  central  position,  not  united  to  the  walls,  and 
especially  if  pai’tial  movement  can  be  imparted  to  it,  the 
probability  is  that  it  is  peritonitic,  and  that  the  tumour  is 
formed  by  the  matting  together  of  the  different  structures. 
Such  tumours  when  they  suppurate  do  not  open  externally. 

Parametric  tumours  rise  out  of  the  pelvis  in  connection  with 
the  walls,  extending  into  the  iliac  fossa,  forwards  on  the  anterior 
wall,  or  backwards  along  the  psoas  muscle.  They  are  frequently 
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to  be  felt  above  Poupart’s  ligament,  and  even  extending  high 
above  it ; but  the  connection  with  the  abdominal  wall  can  be 
readily  determined.  When  suppuration  occurs  these  tumours 
may  point  externally.  It  occurs  not  seldom  that  such  tumours 
can  only  be  felt  externally,  the  hardness  being  beyond  the  range 
of  the  finger  per  vaginam.  lichen  the  effusion  is  in  relation  to 
the  cervix,  the  latter  is  usually  displaced  in  position.  If  the 
inflammatory  products  are  limited  to  Douglas’s  pouch,  the 
uterus  is  pushed  directly  forward,  but  if  the  tissues  to  the  side 
are  also  involved,  there  will  be  more  or  less  lateral  dis- 
placement. Displacement  of  the  cervix  towards  the  side  cor- 
responding with  the  inflammation,  is  met  with  in  adhesive 
peritonitis.  There  is  often  some  difficulty  in  discriminating 
between  these  inflammatory  tumours  and  those  arising  from 
the  eflTusion  of  blood  (Pelvic  Hsematocele).  In  the  acute  form, 
the  sudden  onset  of  the  affection,  the  rapid  formation  of  the 
tumour,  the  evidence  at  first  of  fluid,  and  the  changes  in 
consistence  of  the  swelling,  accompanied,  it  may  be,  by  pallor, 
faintness,  and  other  evidence  of  loss  of  blood,  are  the  chief 
points  to  be  relied  upon  in  forming  an  ojiinion.  In  the  chronic 
form  the  question  of  diagnosis  is  more  difficult.  Ovai’ian 
tumours  situated  in  the  pelvis  are  not  likely  to  be  confounded 
with  the  swellings  above  described : their  consistence  and 
greater  mobility  are  generally  sufficient  to  distinguish  them.  It 
must  be  remembei'ed,  however,  that  an  ovarian  cyst  may 
occupy  the  pouch  of  Douglas,  and  they  are  also  found  some- 
times, though  rarely,  in  front  of  the  uterus. 

Carcinoma  Uteri. — Malignant  affections  of  the  uterus  occur 
most  frequently  from  the  fortieth  to  the  fiftieth  years,  but  both 
before  and  after  these  years  they  are  not  infrequent.  Cancer  is 
rare  before  twenty-five,  but  a few  cases  have  been  recorded ; 
and  it  is  occasionally  to  be  met  with  even  to  the  advanced 
age  of  seventy. 

The  symptoms  in  their  sequence  and  gi’ouping  vary  very  con- 
siderably in  different  cases.  There  are  three  special  symptoms, 
which,  either  singly  or  together,  should  arouse  attention  and 
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demand  a careful  examination.  They  are  pain,  hjemorrhage,  and 
thin,  watery,  ichorous,  sometimes  offensive,  discharge.  Cases 
occur  where  one  or  other  of  them  may  be  absent.  Their  duration 
also  is  variable,  they  may  succeed  or  alternate  with  one  another. 
In  one  case  hmmori’hage  is  the  first  to  arrest  attention,  in 
another  it  is  pain,  in  a third  there  may  be  only  a thin  watery 
discharge,  occasiomdiy  tinged  with  blood.  The  pain  has  no 
definite  character  which  is  pathognomonic,  and  yet  it  can 
often  be  recognised.  Persistency  and  a weary  wearing  out 
effect,  with  severe  exacerbations,  often  periodic,  are  perhaps 
its  special  characteristics.  Frecpiently  it  is  a dull  grinding, 
referred  to  the  uterus,  with  sharp  lancinating  and  radiating 
pains.  The  symptoms  are  valuable  only  when  combined  with 
the  physical  signs. 

In  the  majority  of  cases  the  cervix  is  the  portion  affected,  but 
cases  where  it  is  confined  to  the  body  are  not  so  rare  as  at  one 
time  supposed.  It  is  not  often  that  an  opportunity  is  afforded 
of  examining  a case  in  the  earlier  stage.  The  vaginal  portion  of 
the  cervix  becomes  either  uniformly  indurated  and  tumefied,  or 
numerous  large  tuberosities  are  formed,  causing  enlargement  of 
this  portion  to  three,  four,  or  six  times  the  normal  size.  The 
firmness  diminishes,  the  canal  becomes  more  patent,  and  as 
generally  seen,  there  is  presented  a large  ring  or  cup  of  induriited 
tissue,  filled  with  softened  pulpy  tissue,  undergoing  either 
sloughing  or  ulcerative  changes.  The  uterus  is  at  this  stage 
fixed.  The  induration  may  have  extended  either  as  a general 
infiltration  or  as  nodules  along  the  vaginal  wall,  involving  the 
bladder  or  rectum,  or  both.  At  times  the  vagina  may  be  so 
blocked  up  that  the  finger  can  be  passed  only  a short  way. 
Occasionally  the  disease  may  present  a projecting  mass  of 
soft,  brain-like,  or  cheesy  substance,  which  fills  up  the  whole 
vagina. 

Epithelial  or  papillary  cancer  (cauliflower  excrescence)  is  also 
met  with  presenting  somewhat  similar  charactei-s.  The  cervix 
is  enlarged  and  infiltrated ; from  its  surface  pi’oject  numerous 
reddish  coloured,  readily  bleeding  papillse  or  granulations,  which 
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finally  form  a distinct  outgrowth,  irregular  in  form,  and  divided 
into  lobules  of  various  size.  “ They  spring  from  the  surface  of 
the  os  uteri  by  a short  thick  pedicle  or  stem,  the  elongated 
and  hypertrophied  cervix,  and  then  expand  below  into  that 
peculiar  cauliJlower-Mhe  shape  from  which  their  name  has  been 
derived.”  At  first  a ring  of  apparently  healthy  tissue  can  be 
felt  in  the  cervix  above  the  tumour,  through  which,  in  opei’at- 
ing,  the  detachment  is  effected.  If  left  alone  the  disease  soon 
extends  upwards  by  infiltration,  and  the  neighbouring  tissues 
become  involved. 

When  the  disease  is  limited  to  the  body  of  the  uterus  the 
physical  signs  are  less  distinct.  The  organ  is  enlarged,  the 
cavity  may  be  lengthened,  but  it  is  also  often  shortened  by  the 
filling  up  of  the  space  with  the  cancerous  growth.  The  os  is 
frequently  patent.  With  these  changes  the  diagnosis  is  depen- 
dent iipon  the  accompanying  symptoms,  the  frequent  haemor- 
rhages with  ichorous  and  intercurrent  offensive  discharge : 
the  pain  is  usually  sevei’e,  and  marked  nocturnal  exacerbations 
are  frequently  present.  Certainty  can  be  reached  by  removing 
— often  by  the  finger  nail — a small  portion  of  the  structure  and 
examining  by  the  microscope. 

Fixity  of  the  uterus,  so  constantly  met  with  in  the  later 
stages  of  malignant  disease,  can  be  distinguished  from  that 
found  in  pelvic  inflammations  by  the  absence  in  the  latter  of  the 
marked  evidence  of  changes  in  the  structure  of  the  uterus  itself 
met  with  in  cancer. 

A condition  which  is  liable  to  be  mistaken  for  malignant 
disease  is  where  the  cervix  is  enlarged,  indurated,  with  patent 
os  and  ulcerated  surface,  the  result  of  clu’onic  inflammation. 
The  absence  of  the  surrounding  infiltration  and  fixing  of  the 
uterus,  and  the  chai-acters  of  the  ulcerated  surface,  will  in  most 
cases  be  sufficient  to  determine  their  nature. 

The  above  diseases,  from  their  frequency  and  importance, 
merit  special  attention.  Into  the  diagnosis  of  the  numerous 
afiections  to  which  the  pelvic  organs  are  liable,  it  is  impossible, 
from  the  scope  of  the  present  work,  to  enter.  But  in  conclusion 
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we  would  i-emark  that  the  cultivation  of  the  habit  of  a careful 
and  thorough  exploration  of  the  pelvis  is  the  only  sure  means 
of  guarding  the  practitioner  against  error.  We  frequently  see 
the  attendant  contented  with  the  diagnosis  of  some  easily 
recognised  condition,  such  as  retroversion  of  the  uterus,  while 
he  ovei’looks  the  true  cause  of  the  patient’s  suffering — pelvic 
peritonitis  j or  a pelvic  cellulitis  may  remain  unrecognised 
because  no  hardness  is  felt  per  vaginam  ; still  more  frequently 
debility  and  general  symptoms  have  been  attributed  to  the 
stomach,  or  to  nursing,  or  to  anaemia,  when  there  was  a pelvic 
origin  for  all,  although  this  remained  unrecognised,  because 
the  examination  was  too  cui-soiy,  or  perhaps  never  thought 
of  at  all. 
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CHAPTER  XVI. 

THE  PHYSICAL  EXAMINATION  OP  THE  CHEST 
AND  ABDOMEN.  1 

PART  I.— PHYSICAL  EXAMINATION  OF  THE  LUNGS. 

T>  EGIONALLY  the  chest  is  usually  divided  as  follows : — The 
Anterior  Regions  are  the  supra-clavicular,  the  sub- 
clavicular,  the  mammary,  the  supra-sternal  (or  the  jugular 

1 Amongst  the  books  which  may  be  consulted  regarding  the  Chest  are,  the 
great  works  of  Laennec  on  Mediate  Auscultation,  and  of  Skoda  on  Auscul- 
tation and  Percussion,  both  of  which  are  translated  into  English.  The  works 
of  Gee  on  Auscultation  and  Percussion  ; of  Austin  Flint  on  the  Physical  Ex- 
ploration of  the  chest ; of  Payne  Cotton  on  Phthisis  and  the  Stethoscope ; and 
of  Walshe  on  Diseases  of  the  Heart  and  Lungs,  are  all  of  very  great  value. 

In  Cardiac  Diagnosis,  the  works  of  Walshe,  Hayden,  George  Balfour,  and 
Sansom  may  be  specially  mentioned : the  fourth  volume  of  Rejmolds’s  “ Sys- 
tem of  Medicine  ” contains  a series  of  articles  on  this  subject.  Giiirdner’s 
papers  on  Cardiac  Murmurs  (which  have  been  freely  used  in  this  chaj>ter)  wUl 
be  found  in  his  “Clinical  Medicine,”  and  in  the  Glasgow  Medical  Journal  for 
1867. 

In  the  Diagnosis  of  Abdominal  Affections,  Murchison,  Budd,  and  Frerichs 
•on  Diseases  of  the  Liver ; Bennett  on  Leucocythiemia  ; Brinton,  Fenwick, 
Wilson  Fox,  &c.,  on  Diseases  of  the  Stomach  ; Spencer  Wells,  Peaslee,  and 
Atlee  on  Ovarian  Disease;  West,  Graily  Hewitt,  Barnes,  Thomas,  and  Sir 
James  Simpson  on  the  Diseases  of  Women,  may  all  be  named.  See  also 
Chapters  xi.,  xiii.  and  xv.  of  this  Manual,  and  some  of  the  works 
mentioned  there. 

Amongst  the  older  treatises  of  great  value  may  be  mentioned  Bright  on 
Abdominal  Tumours,  and  Hope,  Stokes,  and  Latham  on  Cardiac  Diseases. 

Those  who  can  refer  to  the  original  works  of  Von  Dusch,  Paul  Niemeyer, 
Gerhardt,  Piorry  and  Weil,  will  find  much  of  great  value  in  the  physical 
examination  of  the  organs. 
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fossd),  and  the  stcvnal  (upper,  middle  and  lowei’).  The  Lateral 
Regions  are  the  axillary  and  the  infra-axillary.  The  Posterior 
Regions  are  the  suprascapular,  the  scapular  (including  the 
supra-  and  infra-spinous  spaces),  the  interscapular,  and  the 
infrascapular. 

No  detailed  description  of  these  regions  need  be  given,  as  the 
names  sjieak  for  themselves,  and  in  all  cases  where  gi’eat  exacti- 
tude is  required,  it  is  preferable  to  indicate  the  point  to  be  noted, 
not  by  simply  naming  or  subdividing  the  region  in  which  it  lies, 
but  by  taking  some  definite  anatomical  landmarks,  such  as  a 
rib,  the  mid-sternum,  or  the  clav'icle,  and  giving  exact  measure- 
ments from  these  points.  For  this  purpose  the  observer  should 
always  be  px’ovided  with  a measiu'e  of  length,  and  it  is  well  to 
have  it  doubly  divided  according  to  English  inches  and  eighth- 
parts  ot  an  inch,  and  according  to  the  French  metric  scale 
which,  Avith  its  decimal  sub-divisions,  is  almost  universally  used 
on  the  continent  in  all  medical  observations.  It  is  convenient 
also  to  have  a scale  of  inches,  or  of  centimeters,  marked  on  the 
upper  surface  of  the  pleximeter,  but  care  should  be  taken  that 
the  markings  are  accurate  from  end  to  end. 

The  methods  of  investigation  pursued  in  the  physical  exam- 
ination of  the  lungs,  are  Inspection,  Palpation,  Mensuration, 
Percussion,  and  Auscultation. 

INSPECTION. 

This  should  be  conducted,  if  possible,  with  the  thorax  quite 
exposed,  but  for  a vaidety  of  reasons  it  often  happens  that  only 
a partial  view  can  be  obtained.  When  it  is  possible,  the  patient 
should  be  placed  in  the  sitting  posture  to  enable  the  obserA’er  to 
view  the  chest  fi’om  all  points,  and  especially  from  above  down- 
wards over  the  shouldei’s.  The  light  should  be  good  and  should 
fall  directly  on  the  chest ; the  attitude  should  be  erect,  yet 
unconstx’ained.  Too  long  exposure  of  the  chest  is  to  be  avoided, 
as  thex-e  is  often  a danger  of  catching  cold.  The  points  to 
which  attentioxx  is  directed  in  this  sux’vey  ax’e  : — (1)  The  shape 
of  the  chest  j (2)  The  movements  of  its  walls. 
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The  Shape  of  the  Chest.— -This  can  be  estimated  in  a gene- 
ral way  by  the  eye ; but  the  circumferential  shape  is  accurately 
determined  by  the  “cyrtometer,”  an  instrument  perfected  by 
Woillez;  and  by  it  also  the  relation  which  the  two  halves  of  the 
thorax  bear  to  each  other  can  be  gauged.  A very  handy  form  of 
cyi’tometer  can  be  improvised  with  two  pieces  of  ordinary  com- 
position gas-pipe,  united  by  a piece  of  india-rubber  tubing  as  a 
joint.  The  joint  is  applied  directly  over  the  spinous  processes  and 
held  firmly  in  position.  The  two  pieces  of  pipe  ai-e  then  brought 
round  the  sides  and  moulded  accurately  to  all  the  inequalities  in 
the  chest  wall.  They  are  crossed  in  front,  the  one  above  the 
other,  and  a mark  should  be  made  on  them  to  indicate  exactly 
the  mesial  line  of  the  sternum.  The  joint  allows  them  to  be 
removed  without  destroying  the  “ set”;  the  appq,ratus  is  adjusted 
on  a sheet  of  paper,  and  a tracing  made  with  pencil  or  ink. 
The  measurement  is  usually  made  about  an  inch  below  the  level 
of  the  nipple,  or  at  the  sterno-xiphoid  joint. 

In  the  healthy  child  the  typical  chest  is  somewhat  circular, 
while  in  the  adult  it  takes  the  form  of  an  ellipse,  the  trans- 
verse diameter  exceeding  the  antero-posterior  ^ (see  Fig.  64). 

The  variations  from  the  typical  forms  are  considerable,  and  are 
quite  consistent,  in  many  cases,  with  a healthy  condition  of  the 
thoracic  oi*gans, — occupation,  accident,  and  various  conditions 
inducing  the  changes.  There  are,  however,  two  typical  devia- 

1 The  following  table,  given  by  Dr.  Gee,  illustrates  the  circumference,  and 
the  ratio  of  the  diameters  to  the  circumference  in  healthy  chests  at  different 
ages.  All  the  measurements  are  taken  on  a level  with  the  stemo-xiphoid 
joint. 


Age. 

Actual  Circumference. 

Eatio  of  Diam 
Circumfere 

Antero-posterior. 

eters  to 
nee. 

Transverse. 

3 Months,  

14|  inches  (37‘5  c.) 

26 

29 

2 Years, 

18  „ (4575  c.) 

26 

32 

34  „ 

29f  „ (75  c.) 

26 

35 

48  „ 

35  „ (89  c.) 

27 

31 
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tions  from  the  normal  which  are  tolerably  constant  in  their 
charactei-s ; the  one  is  the  “ pigeon-breast,”  and  the  other  the 
rickety  chest. 


In  the  ingeon-hreast  (see  Fig.  65)  the  sides  are  flattened,  and 
the  sternum  is  carried  in  advance  like  a keel.  It  occurs  in 
childhood  when  the  ribs  are  yielding  and  adapt  themselves 


Circumferencc=37-5  centimeters. 
Fi(f.  65.— Pigeon-Brkast.  Tracing 
taken  from  a child  of  seven  years. 
Dotted  lino  indicates  the  natural 
shape  at  same  age.  (Dr.  Gee.) 


Circumfcrence=42'75  centimeters. 

Fig.  66.— Rickety  Chest.  Dotted 
line  indicates  the  shape  of  chest  in 
an  infant  about  the  same  age.  (Dr. 
Gee.) 


readily  to  any  shape,  from  diseases  in  which  great  strain  is 
thrown  upon  the  lung  as  in  whooping-cough,  measles,  «kc.,  and 
is  especially  liable  to  take  place  in  a rachitic  subject. 
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The  deformity  that  results  from  rickets  alone  is  a contrast  to 
this  (see  Fig.  6G).  In  it  a constriction  occurs  in  the  latei-al 
region,  and  there  is  not  the  same  sharp  projection  of  the  sternum, 
as  in  the  j^igeon-breast.  The  chest,  in  fact,  becomes  somewhat 
quadrilateral.  These  deformities  do  not  necessarily  indicate 
disease  of  the  lungs,  but  are  frequently  associated  with  it. 

The  two  sides  of  the  chest  are  nearly  symmetrical,  the 
left,  however,  being  usually  a little  less  in  circumference 
than  the  right.  This  symmetry  is  often  impaired  by  local  con- 
ditions which  may  be  quite  unimportant. 


Fig.  67.— Bilateral  Enlargement  of  Emphysema. 

Inner  line  = emphysematous  chest. 

Outer  line  = a circle  drawn  to  show  how  nearly  the  emphysematous 
approaches  the  circular  shape. 

Dotted  line  = natural  adult  chest. 

Actual  meamrement  in  centimeters. 

Circumference  = natural  S7’  emphys.  S7‘75. 

Transverse  . . = ,,  29'6  „ 27‘25 

Antero-postcrior  = ,,  22‘25  „ 25‘4. 

(Dr.  Geo.) 

Emphysematous  Chest. — In  well-marked  emphysema  there 
is  a reversion  towards  the  infantile  type,  in  respect  of  the 
altered  proportion  of  the  antero-posterior  to  the  transvei'se 
diameter.  (See  the  Table,  p.  462.)  The  chest  becomes  more 
cyliiadrical,  or,  as  it  is  often  called,  “barrel-shaped”;  the  sternum 
is  more  arched  from  above  down'wards  than  in  the  normal  con- 
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ditions,  and  the  costal  cartilages,  along  with  the  sternum,  present 
also,  an  excessive  arching  transversely,  so  that  the  front  of  the 
bony  case  seems  unnaturally  bulged  forward,  while  the  lower 
ribs  are  laterally  compressed.  There  is,  however,  this  well- 
marked  difference  between  the  emphysematous  and  most  of  the 
infantile  deformities,  that  in  proportion  as  the  former  take 
place  after  the  bony  and  cartilaginous  structures  have  been  con- 
solidated, the  changes  are  gradual  and  devoid  of  abruptness. 
We  rarely  or  never  find,  accordingly,  the  pigeon-breast,  or  the 
depressed  and  inciirvated  ribs  of  the  rickety  infant  among  the 
emphysematous  deformities  of  adult  age. 


of  kn  consequent  upon  cirrhosis 


Unilateral  changes  may  also  occur.  There  may  be  bulging  of 
one  side  from  effusion  of  fluid  or  air  into  the  pleural  sac; 
tumours  of  the  lung,  such  as  cancer,' have  a similar  effect, 
and  even  in  pneumonia,  if  it  is  extensive,  there  may  be  a slight 
but  decided  increase  on  the  affected  side.  Retraction  of  one 
side  may  occur  from  cicatricial  processes  in  the  lung  tissue,  as 
in  phthisis  or  abscess,  or  from  the  lung  not  expanding  after  the 
absoiiition  of  a pleural  effusion  of  air  or  fluid.  If  the  retraction 
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is  extreme,  lateral  curvature  of  the  spine  is  usually  present,  the 
convexity  being  directed  towards  the  sound  lung. 

The  sub-clavicular  regions  always  demand  the  most  careful 
inspection,  as  a degree  of  flattening  often  attends  the  deposition 
of  tubercle. 

Local  bulgings  may  occur  in  the  chest  wall,  in  the  region  of 
the  heart,  from  pericardial  effusion  or  extreme  dilatation  or 
hypertrophy  of  the  organ  itself  j and  aneurisms  or  tumours  in 
any  part  of  the  chest  may  give  rise  to  similar  deformities. 

Movements  of  the  Chest  Walls. — In  estimating  these,  the 
student  must  keep  before  his  mind  the  fact  that  in  women  the 
thorax  moves  more  freely  in  respiration  than  in  men  : the  type 
bein"  more  thoracic  in  the  female  and  more  abdominal  in  the 

O ^ , 

male.  The  movements  should  be  observed  first  in  quiet  respira- 
tion, and  then  the  patient  should  be  directed  to  take  one  or 
two  deep  breaths,  filling  the  chest  slowly  and  fully.  Both 
inspection  and  palpation  should  be  brought  to  bear  to  determine 
the  amount  of  movement. 

The  thoracic  respiratory  movement  may  be  exaggerated ; and 
this  is  especially  the  case  when  the  descent  of  the  diaphragm  is 
impeded,  as  from  tumours  or  other  conditions  in  the  abdominal 
cavity.  On  the  other  hand,  the  thoracic  movement  may  be  much 
restricted,  and  abdominal  I’espiration  greatly  exaggerated,  as  in 
cases  where  the  respiratory  forces  of  the  chest  are  at  fault  (as  in 
paralysis  of  the  muscles),  and  the  whole  work  of  respiration  is 
thrown  upon  the  diaphragm.  There  may,  however,  only  be  a 
deficiency  in  the  expansion  of  the  thorax  as  a whole,  as  in  pro- 
nounced emphysema,  or  in  the  same  disease  the  lower  zone  may 
be  sucked  in  by  the  action  of  the  diaphragm,  while  the  upper 
half  is  forcibly  raised  by  the  scaleni  and  sterno-mastoid  muscles, 
without,  however,  there  being  a corresponding  amount  of 
expansion. 

Movement  may  be  in  abeyance  over  one  side  or  the  other, 
from  extensive  pleuritic  efiiision,  pneumothorax,  or  from  retrac- 
tion from  old  pleiiritic  efiusion;  or  the  restricted  movement  may 
only  exist  at  the  base,  the  sound  side  and  upper  half  of  the 
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affected  one  being  thrown  into  undue  motion.  Pneumonia  and 

0 er  consolidations  at  the  base  and  moderate  pleuritic  effusion 
give  rise  to  this. 

The  movements  at  the  apices  should  be  critically  observed, 
and  here  inspection  and  palpation  are  very  usefully  combined. 
The  observer  stands  behind  the  patient  with  a thumb  on  either 
scapular  spine,  while  the  tips  of  his  fingers  lie  over  the  apices 
in  front  immediately  beneath  the  clavicles.  The  patient  is  then 
directed  to  inspire  fully  and  quietly,  and  by  watching  the  rise 
and  fall  of  the  fingers  a very  accurate  comparison  of  the  two 
sides  can  be  made.  Deficient  expansion  at  either  apex  is  a very 
important  fact  as  indicating  disease  of  the  lun". 

PALPATION. 

This  lias  already  been  refen-ed  to  as  a very  important  adjunct 
o inspection  in  determining  the  expansion  of  the  upper  part 
of  the  chest  {vide  supra),  and  it  will  naturally  occur  to  the 
sUident  to  employ  it  in  estimating  more  exactly  than  by  inspec- 
tion alone,  deficient  or  undue  movement  in  other  parts  of  the 
t orax.  Palpation  will  also  determine  the  condition  of  the 
intercostal  spaces  which  may  be  unduly  prominent,  resistant, 
and  wide,  as  in  cases  of  effusion  into  the  pleura  either  of  air  or 
fluid,  or  in  the  region  of  the  heart  from  pericardial  effusion ; or 
they  may  be  diminished  in  size  by  the  approximation  of  the 
ribs,  as  in  cases  of  collapse  or  shrinking  of  the  lung.  Fluctua- 
tion or  elasticity  may  sometimes  be  detected  in  the  intercostal 
spaces  in  cases  of  fluid  effusion,  and  in  some  instances  pleuritic 
riction  and  the  grating  sensation  present  in  some  forms  of 
emphysema  may  be  realised.  The  condition  of  the  vocal 
lesonance  and  \ ocal  fremitus,  and  the  presence  of  pulsations  and 
thrills  (cardiac  or  aneiirismal)  are  also  to  be  noted,  but  these 
<d  under  their  respective  heads  (see  pp.  481,  482, 

mensuration. 

If  the  circumference  of  the  two  sides  Ls  required,  the  student 
should  first  mark  in  ink  the  tips  of  the  spinous  processes  of 
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some  of  the  vei’tebrte,  and  in  a like  manner  the  mesial  line  of 
the  sternum.  The  circumference  of  the  two  sides  is  taken  fiom 
these  points,  the  measurements  being  made  at  exactly  similai 
levels,  the  tape  applied  accurately  to  the  chest  wall,  and  the  two 
observations  made  either  on  inspiration  oi'  expiration,  or  on  both. 
The  level  most  commonly  selected  for  the  measurements  is  about 
two  inches  below  the  nipple  in  a line  with  the  sterno-xiphoid 
joint,  the  advantages  of  this  situation  being  that  it  is  quite  free 
from  bulky  muscles  and  below  the  scapula?.  A.  very  convenient 
method  of  measurement  is  by  the  double  tape,  which  is  simply 
two  tapes  joined.  Their  line  of  junction  is  placed  exactly  o\er 
the  spinous  processes,  they  are  brought  round  on  either  side, 
and  the  circumferences  of  the  two  halves  can  be  read  off  at  once 
and  their  relative  degrees  of  expansion  noted. 

In  the  average  healthy  chest  the  right  side  is  usually  found 
to  exceed  the  left  in  circumference  by  about  three-fourths  of  an 
inch.  But  the  circumference  of  either  side  may  be  increased 
from  morbid  conditions,  such  as  effusion  of  air  or  fluid  into  the 
pleura  or  pericardium,  in  unilateral  emphysema,  or  in  cases  of 
tumour.  In  oedema  of  the  chest  w'all  also,  if  the  patient  lies 
habitually  or  for  any  length  of  time  on  the  one  side,  the  fluid 
will  gravitate  so  as  to  increase  the  circumference  on  that  side. 
But  the  circumference  may  be  diminished  from  shrinking  of  the 
chest  wall  in  collapse  of  the  lung,  after  pleural  effusion  or  from 
retraction  in  phthisis.  Discrepancies  may  also  arise  from  defoi- 
mities  of  the  walls  or  from  curvature  of  the  spine.  (See  shape 


of  chest  as  gauged  by  the  cyrtometer.  Fig.  68,  p.  465.) 

The  antero-posterior  diameter  of  the  chest  may  be  estimated 
by  the  cyrtometer  or  by  callipers,  one  blade  being  placed  in  front 
and  the  other  behind ; and  the  movements  of  respiration  may 
be  accurately  determined  by  the  “chest  measurer"  oi  Dr. 
Sibson,  or  the  stethometer  of  Dr.  Quain,  both  of  wdiich  indicate 
on  a dial  the  degree  of  expansion.  The  sjnrometer  of  Dr. 
Hutchinson,  which  measures  the  quantity  of  air  breathed  out,  is 
used  to  determine  the  “vital  capacity”  of  the  lungs;  while  the 
stetho<jraph  of  Eansome  gives  tracings  of  the  movements  of  the 
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chest  walls.  All  these  instruments  however  are  of  much  more 
value  in  physiological  than  in  clinical  investigation.  Dr. 
Ransome’s  “chest  I'ule"  may  also  occasionally  be  used  with 
adv  antage  to  note  accurately  the  area  of  any  percussion- 
dulness,  or  the  exact  position  of  any  pulsation,  auscultatory 
phenomenon,  <fec.,  which  it  may  be  necessary  to  record. 

PERCUSSION. 

This  may  be  performed  without  any  instrument,  the  fingers 
of  the  one  hand  acting  as  the  “plessor,”  and  those  of  the  other 
as  the  “pleximeter.”  But  the  ivory  pleximeter  of  M.  Piony 
may  be  used  and  the  stroke  dealt  by  Wintrich’s  hammer. 
This  last  is  as  a rule  only  useful  for  purpo.ses  of  demonstration 
to  a large  class  or  to  educe  sounds  which  require  a strong 
stroke,  e.(j.  the  “cracked-pot  sound,”  or  to  elicit  the  note  in  parts 
thickly  padded  with  muscle  as  in  the  supra-sjiinous  regions  in 
the  back.  When  the  pleximeter  is  used  it  should  be  firmly  and 
closely  applied  to  the  skin,  the  percussing  stroke  should  be 
deliveied  on  its  centre,  and  if  the  finger  is  used  as  the  plessor, 
care  should  be  taken  that  the  nail  does  not  impinge  upon  the 
ivory.  But  the  fingers  give  the  most  delicate  results,  and  in 
very  critical  percussion  they  are  indispensable  as  they  enable 
the  percussor  to  estimate  the  degree  of  resistance  to  his  stroke 
with  greater  delicacy  than  by  any  other  method.  The  stroke 
should  be  delivered  as  directly  and  perpendicular  as  possible, 
with  a well-controlled  movement  from  the  wrist  and  not  from 
the  elbow.  Care  should  be  taken  that  no  sound  is  generateil 
by  the  contact  of  the  nails.  Occasionally  immediate  or  direct 
percussion  is  employed,  the  fingers  striking  the  chest  wall 
directly.  This  is  especially  useful  in  the  clavicular  region,  the 
bone  acting  as  a kind  of  pleximeter. 

In  the  back  of  the  chest  the  lower  limit  of  lung-percussion  is 
on  a level  with  the  tenth  or  eleventh  doi*sal  spine.  In  front  on 
the  right  side  it  is  bounded  inferiorly  by  the  uj>per  border  of 
hepatic  dulness,  i.e.  about  1|  inches  below  the  nipple,  while  on 
the  left  side  it  is  bounded  at  the  lower  border  of  the  third 
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rib  by  the  cardiac  dulness,  and  in  the  left  lateral  region  by  the 
stomach  and  spleen.  In  the  upper  front,  the  apices  of  the  lungs 
project  to  some  extent  above  the  clavicles  into  the  supra- 
clavicular spaces. 

The  parts  of  the  chest  which  should  be  most  carefully  percussed 
are  the  apices  both  in  front  and  behind,  the  inter-scapular  regions, 
the  axillary  regions,  and  the  bases.  Each  point  on  one  side  should 
be  carefully  contrasted  with  a similar  point  on  the  other,  and  in 
many  instances  also  with  different  parts  on  the  same  side.  Every 
stroke  should  be  made  to  yield  results,  and  no  spot  should  be 
lingered  over  separately  and  without  comparison  with  others, 
as  the  ear  is  apt  to  get  confused.  If  dull  percussion  is  detected, 
especially  in  the  lower  pai-t  of  the  chest,  it  should  be  tested 
with  the  patient  in  various  attitudes,  for  pleuritic  effusion,  if  free, 
will  be  found,  in  some  instances,  to  obey  the  law  of  fluid  level, 
and  the  area  of  dulness  will  vary  with  the  position  of  the 
patient.  This  is  especially  marked  in  cases  of  hydro-pneumo- 
thorax. In  percussing  above  the  clavicle,  care  should  be  taken 
that  the  stroke  is  directed  away  from  the  trachea.  It  is  also 
well  to  remember  that  in  health  the  percussion  note  of  the  left 
apex,  especially  in  women,  is  often  a little  flatter  than  the  right. 

Over  the  healthy  lung  the  percussion  note  is  termed  “ clear," 
and  the  junior  student  will  do  well  to  contrast  it  carefully  with 
the  note  obtained  over  the  stomach,  which  is  “ tympanitic  ” and 
drum-like,  and  that  over  the  liver,  which  is  “ dull."  No  uniform 
standard  can  be  set  up  for  the  pulmonary  note  in  all  cases,  as 
thei’e  are  so  many  modifying  circumstances.  For  instance,  if 
the  chest  walls  are  well  covered  with  muscle  or  fat,  the  piilmon- 
ary  note  may  be  very  obscure,  especially  in  the  back ; and  in 
such  cases  it  is  only  by  a careful  comparison  of  all  parts  of  the 
chest  that  the  standard  can  be  aiaived  at. 

The  percussion  note  over  the  lungs  may  depart  from  the 
normal  in  the  direction  either  of  hyper-resonance  or  of  dulness. 
If  over  one  side  of  the  chest  a frankly  tympanitic  note  is  got, 
pneumo-thorax  should  be  suspected,  and  other  signs  will  generally 
confirm  the  diagnosis.  But  a more  localised  and  less  pronounced 
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tympanitic  note  may  be  obtained  in  many  instances  at  tlie  apex 
of  a lung  from  tubercular  excavation  if  near  the  surface ; or 
where  there  is  consolidation  of  the  lower  lobe  as  in  pneumonia ; 
or  if  the  lower  lobe  is  compressed  by  pleural  effusion,  especially 
if  that  efiusion  is  advancing  or  beginning  to  recede.  In  these 
latter  cases,  however,  the  tympanitic  quantity  is  usually  asso- 
ciated with  some  diminution  of  resonance  so  that  the  note  is  so 
far  dull.  In  emphysematous  conditions  of  the  lungs  the  mass  of 
the  percussion  tone  is  increased  or  exaggerated,  while  at  the 
same  time  it  is  lowered  in  pitch. 

Dulness  over  the  lungs  may  be  due  to  changes  in  the  organs 
themselves,  or  in  the  pleurae.  All  forms  of  pulmonary  conden- 
sations lead  to  it,  such  as  pneumonia,  tubercular  or  cancerous 
disease,  mdema,  congestion,  collapse,  &c.  The  dulness  in  such 
cases  may  affect  any  part  of  the  lung,  but  in  the  great  majority 
of  instances  the  bases  are  chiefly  involved.  Tubercular  consoli- 
dation is  a marked  exception  to  this  however,  the  apices  being 
most  frequently  affected,  the  first  hints  of  it  being  often  obtained 
by  a change  in  the  percussion  note  in  the  supra-clavicular  spaces. 

Dulness  depending  on  changes  in  the  pleura  may  result  from 
thick  layers  of  lymph  or  fluid  effusion,  in  which,  if  it  is  moderate 
and  free,  the  dulness  will  gravitate  to  the  base,  but  if  the 
effusion  is  hu’ge  the  whole  side  may  yield  an  absolutely  dull 
note,  and  it  may  even  cross  the  mesial  line,  and  reach  above 
the  clavicle  (see  Fig.  73,  p.  495).  The  dull  note  in  i-are 
cases  may  depend  on  pneumothoi’ax,  where  the  air  is  present  in 
such  quantity  as  to  distend  the  pleural  cavity  to  its  utmost. 
If  a little  air  is  let  off  in  such  instances  by  a hollow  needle,  a 
tympanitic  note  becomes  developed.  Thickening  of  the  pleura 
will  diminish  the  pulmonary  I’esonance,  and  in  collapse  of  the 
lung  with  retraction  of  the  side,  it  will,  of  course,  be  seriously 
impaired  if  not  altogether  lost. 

But  areas  of  dull  percussion  may  occur  from  other  causes 
than  changes  in  the  lungs  or  pleurte.  Thus  aneurisms  or  dilata- 
tions of  the  aorta,  glandular  tumours,  cancer,  pericardial  efiusion, 
or  dilated  or  hypertrophied  conditions  of  the  heart  may  encroach 
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on  the  limits  of  lung-percussion.  These  areas  should  be 
carefully  mapped  out,  and  other  signs  will  usually  guide  the 
diagnosis.  The  displacements  of  the  heart  are  considered  under 
the  head  of  cardiac  diagnosis  (see  page  493). 

The  crached-pot  sound  (Bruit  de  pot  fele)  demands  special 
mention.  It  is  a modification  of  the  tympanitic,  and  can  be 
well  imitated  by  striking  the  hands  folded  across  each  other 
over  the  knee.  The  best  method  to  elicit  it  is  by  a sti’ong 
stroke,  and  this  is  one  of  the  instances  for  the  use  of  the  percus- 
sing hammer.  The  patient  should  keep  his  mouth  open  and 
breathe  quietly.  In  the  adult  this  sign  generally  indicates  a 
cavity  in  the  lungs,  but  it  may  be  present  in  healthy  children, 
owing  to  the  yielding  nature  of  the  chest  walls.  Walshe  says 
it  is  usually  got  over  the  chest  of  a crying  infant  on  expiration. 
If  a patient,  who  develops  this  sign,  inspires  deeply  and  then 
holds  his  breath,  the  cracked-pot  sound  will  disappear. 

AUSCULTATION. 

Auscultation  of  the  lungs  may  be  conducted  either  mediately 
by  the  stethoscope,  or  immediately  by  the  application  of  the  ear 
to  the  chest  wall.  The  former  is  the  method  more  commonly 
employed  in  this  country,  although  in  certain  instances,  especially 
in  the  auscultation  of  children,  who  are  easily  frightened  by  the 
sight  or  pressure  of  the  stethoscope,  the  direct  method  may  be 
more  advantageous.  In  adults  also  it  is  often  well  to  auscultate 
the  back  of  the  chest  immediately,  a thin  soft  towel  or  handker- 
chief being  interposed  between  the  ear  and  the  skin.  In 
selecting  a stethoscope  the  student  should  see  that  it  fits  his  ear 
accurately.  The  form  of  the  instrument  is  not  of  very  much 
consequence,  and  it  may  be  made  of  metal,  vulcanite,  or  wood. 
The  ear-piece  should  be  large  enough  to  cover  the  whole  concha, 
say  from  2^  to  2|  inches  in  diameter,  and  slightly  concave  to 
admit  of  the  exact  application  of  the  ear.  The  bell  should  be 
large  enough  to  bridge  over  an  intercostal  space,  from  one  and 
a sixth  to  one  and  a quarter  inch  in  diameter. 

When  used  the  stethoscope  should  be  applied  directly  to  the 
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chest  witliout  the  intervention  of  any  clothing,  and  it  is  necessary 
that  it  should  be  planted  quite  fairly,  so  that  the  whole  of  the 
circumference  of  the  bell  may  be  in  contact  with  the  skin. 
Moderate  pressure  with  the  head  will  keep  it  in  position,  but 
care  should  be  taken  that  undue  jn-essure  is  not  exerted,  as 
it  not  only  causes  pain  but  may  even  impede  respiration  to 
some  extent.  Beginners,  as  a rule,  are  aj)t  to  press  far  too 
heavily.  Cai’e  must  be  taken  to  obviate  friction  between  any 
part  of  the  patient’s  dress  and  the  stethoscope,  or  between  the 
patient  s dress  and  his  skin  in  the  vicinity  of  the  instrument. 
In  patients  who  have  much  hair  developed  on  the  chest,  the 
student  must  be  careful  that  he  does  not  mistake  the  friction  of 
the  hair  with  the  stethoscoj^e  during  the  act  of  respiration  for 
an  intrathoracic  sound.  This  fallacy  may  be  avoided  by  shaving 
the  part,  or  having  the  bell  of  the  stethoscope  shod  with  a piece 
of  india-rubber.  The  differential  stethoscope  of  Dr.  Scott  Alison 
may  occasionally  be  employed  in  the  physical  examination  of 
the  lungs,  but  it  is  of  much  more  importance  in  cardiac  diagnosis, 
especially  in  determining  the  rhythm  of  murmurs.  It  consists 
simply  of  two  stethoscopes,  with  flexible  stems,  leading  separ- 
ately to  each  ear,  and  connected  by  a joint.  The  eai*-pieces  are 
small  and  fit  into  the  ears,  while  the  flexible  stems  allow  of 
the  bells  being  placed  at  a greater  or  less  distance  from  each 
other  according  to  the  desire  of  the  auscultator.  A new  form 
of  differential  stethoscope  has  been  introduced  by  Di’.  Spencer, 
in  which  the  sounds  from  each  tube  are  communicated  to  both 
ears. 

During  auscultation  both  the  patient  and  the  observer 
should  be  in  an  easy  j^osture.  The  patient  should  lie  quite 
flat  or  sit  unconstrainedly,  all  muscular  effort  being  in  abey- 
ance, and  the  auscultator  should  avoid  stooping  or  straining 
too  much  over  the  patient.  A very  thoi’ough  examination  can 
also  be  made  with  the  patient  standing  erect,  a blanket  or  shawl 
being  cast  over  his  shoulders  to  ]>revent  any  chill.  The  ex- 
amination should  be  carried  out  quietly  and  systematically,  the 
various  regions  of  the  chest  being,  as  far  as  possible,  symmetrically 
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examined  and  carefully  coirti’asted.  It  is  often  necessary  also 
to  contrast  different  parts  on  the  same  side.  The  patient  should 
be  directed  to  breathe  quietly  or  forcibly,  according  as  circum- 
stances demand,  and  it  is  well  in  most  cases  to  listen  under  both 
conditions,  always  taking  care,  however,  that  quiet  respiration 
is  first  selected.  A fact  of  importance  is,  that  forced  inspiration 
should  not  be  performed  spasmodically,  or  with  noise  in  the 
mouth  or  nose,  but  slowly  and  quietly.  A thorough  examination 
of  all  parts  of  the  lung  is  necessary,  but  special  attention  should 
be  paid  to  the  apex,  both  in  front  and  behind,  to  the  axillary 
region,  the  inter-scapular  region,  to  the  base  behind,  and  to  any 
region  where  pain  is  complained  of.  The  student  must  be  care- 
ful not  to  confuse  his  ear  by  lingering  too  long  over  the  same 
spot;  it  is  much  better  to  return  to  it.  The  examination 
should  be  conducted  with  as  little  fatigue  to  the  patient  as 
possible,  and  with  this  end  in  view,  as  well  as  to  avoid  rinneces- 
sary  repetition,  each  spot  on  the  one  side  should  be  compared 
with  a corresponding  point  on  the  other : exact  comjiarative 
results  are  thus  obtained. 

The  principal  objects  for  which  auscultation  of  the  lungs  is 
practised  are  : — 1,  To  ascertain  the  condition  of  the  respiratory 
murmur  or  breath  sounds ; 2,  To  detect  the  presence  of  any 
superadded  abnormal  sounds  or  rales ; 3,  To  ascertain  any 
alteration  in  the  vocal  resonance  or  fremitus,  or  in  the  trans- 
mission of  the  heart’s  sounds. 

BREATH  SOUNDS. 

To  ascertain  the  condition  of  the  breath  sounds.  In  this  as  in 
all  other  departments  of  physical  diagnosis,  the  student  must  be 
acquainted  with  the  healthy  phenomena  before  he  can  hope  to 
detect  morbid  changes.  There  are  three  facts  then  with  which 
he  must  make  himself  perfectly  familiar  in  the  healthy  chest, 
viz.,  the  character  of  the  breath  sounds  as  heard  over  the 
trachea,  over  a bronchial  tube,  and  over  the  spongy  lung  tissue. 
The  breath  sounds  over  the  trachea  are  loud,  hollow,  articulate, 
and  the  expiration  and  inspiration  are  equal  in  length  and 
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intensity,  but  separated  by  a distinct  interval.  Bronchial 
respiration  is  heard  to  greatest  advantage  near  the  sterno- 
clavicular articulations  or  in  the  inter-scapular  spaces  near  the 
spine.  It  ajjproxiinates  in  character  to  the  ti’acheal,  but  is  less- 
pronounced. 

The  vesicular  or  respiratory  inx^rniur  p>Top>er  is  heard  over  the 
spongy  lung,  and  may  be  found  in  its  most  typical  form  in  the 
lower  half  of  the  back,  two  or  three  inches  from  the  spine,  or 
in  the  lateral  region.  It  is  soft,  breezy,  and  uniform;  and 
although  the  inspiratory  and  expiratory  sounds  are  the  samo 
in  quality  they  differ  in  degree  and  prolongation,  tlie  expiratory 
being  less  loud  and  only  about  one-third  the  length  of  the  in- 
spiratory. The  interval  between  the  two  acts  is  of  very  short 
duration.  It  is  to  be  remarked  that  the  inspiratorv  murmur 
is  nonnally  loudex'  and  harshei’  in  children  than  in  adults  (hence 
called  puerile),  that  in  old  age  it  tends  to  become  feebler,  and 
that  it  is  usually  more  marked  in  men  than  in  women.  It  is 
also  to  be  expected  that  in  an  emaciated  subject  the  respii'atoi'y 
murmur  will  be  more  audible  than  in  one  with  well  developed 
muscular  and  fatty  tissues.  Besides  these  there  are  valuations 
which  cannot  be  accounted  foi’  on  any  physical  principle,  and 
which  may  be  regarded  as  individual  peculiarities,  some  men 
ha\iiig  extremely  feeble,  almost  inappreciable  respiratory  mui'- 
mur  throughout  the  chest,  while  others  have  respiration  which 
may  almost  be  described  as  puerile,  both  conditions  being  quite 
compatible  with  an  absolutely  normal  state  of  the  lungs  and  air 
passages. 

The  vesicular  murmur  may  undergo  various  changes  in  disease. 
It  may  become  weakened  or  sup2)ressed.  Weakening  of  the 
respii’atory  mux’mur  may  x’esnlt  from  some  obstruction,  such  as 
pressure  of  an  aneiuism  on  a bronchus,  or  sjiasm  of  a bronchus  ^ 
or  from  some  obstruction  in  the  larynx  and  tx’achea  hindei’ing 
the  free  admission  of  air  into  the  pulmonary  vesicles.  It  may 
also  result  from  ijulmonaiy  condensation,  collapse,  or  emphysema. 
Absolute  suppi-ession  occiu’s  in  cases  of  large  effusion  either  of 
senxm  (hydrothorax),  or  of  pus  (empyema),  or  of  air  (pneumo- 
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thorax),  into  the  pleural  sac.  In  certain  cases  of  condensation 
and  collapse  of  the  lung,  the  respiratory  murmur  may  be  quite 
siqipressed  or  replaced  by  some  other  form  of  respiration,  such 
as  the  bronchial. 

The  respiratory  murmur  may  be  exaggerated,  or  as  it  is  techni- 
cally called  jmerxle.  In  children  the  normal  respiratory  murmur 
is  of  this  type,  but  in  the  adult  its  presence  usually  indicates  that 
although  the  part  of  the  lung  over  which  it  is  heard  may  be 
healthy,  some  other  part  is  suffering  from  causes  leading  to  sup- 
pression or  diminution  of  the  respiratory  murmur.  It  is  heard 
at  the  apex  of  a lung,  for  instance,  when  the  lower  part  is  com- 
pressed by  pleuritic  effusion,  or  when  the  base  is  consolidated ; 
■or  if  owing  to  any  cause  the  function  of  one  lung  is  much 
crippled,  the  respiratory  murmur  is  often  exaggerated  on  the 
other  side.  All  these  facts  indicate  its  compensatory  nature. 

Jerky,  wavy,  sighing,  or  cog-wheel  resjnration,  is  the  term 
^ipplied  to  the  respiratory  murmur  when  it  loses  its  con- 
tinuous character  and  gets  broken  up  into  parts,  or  into  a 
series  of  little  waves.  It  is  the  inspiratory  murmur  almost 
exclusively  which  is  affected  in  this  manner.  It  is  not  indi- 
cative of  any  positive  disease,  but  should  always  be  regarded 
with  suspicion,  especially  if  it  is  local  and  at  the  apex,  as  an 
early  indication  of  phthisis. 

Prolongation  of  the  expiration.  It  has  already  been  stated 
"that  normally  the  expiratory  murmur  is  much  shorter  than  the 
inspiratory,  but  in  many  cases  it  becomes  so  lengthened  as  to 
equal  the  inspiration,  and  in  some  instances  even  to  exceed  it. 
It  is  a freqiient  indication  of  the  early  stage  of  tubercular 
■deposition,  and  in  such  cases  is  usually  associated  with  a degi’ee 
•of  harshness  or  exaggeration  of  the  respiratory  murmur.  In 
vesicular  emphysema,  owing  to  over-distension  of  the  air  vesicles 
and  consequent  loss  of  elasticity  in  their  walls,  this  prolonga- 
tion of  the  expiration  is  very  marked,  and  is  associated  with 
weakening  of  the  inspiratory  murmur. 

But  the  respiratory  murmui’,  besides  these  alterations  in  it, 
may  come  to  assume  a totally  different  quality  ; it  is  replaced, 
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in  fact,  by  breathing  of  another  type.  Tlie  changes  in  quality 
are  indicated  by  the  terms  Bronchial,  Tubular,  Cavernous,  and 
Ainphonc.  Several  of  these  differ  most  probably  only  in 
degi-ee,  and  all  of  them  may  be  heard  at  difierent  stages  in  a case 
of  phthisis  going  on  to  excavation,  as  well  as  in  other  affections 
having  a similar  tendency. 

Brcmchial  or  Txdndar  respiration,  as  has  been  already  stated,  is 
heard  in  the  healthy  subject  overthe  tracheaand  large  bronchi,  but 
in  certain  forms  of  disease  it  is  present  over  the  spongy  lung.  It 
occurs  in  consolidation  and  collapse.  It  is  heard  in  pneumonia 
in  the  stage  of  hepatisation,  in  phthisis,  and  in  cancer  of  the 
lung.  It  is  occasionally  also  heard  in  cases  of  pleuritic  effusion. 
In  pleurisy,  with  large  effusion,  where  the  lung  is  squeezed  to 
the  upper  and  back  part  of  the  chest,  bronchial  respii-ation  is 
often  heard  in  this  situation. 

Cavernous  respiration  has  the  same  hollow  and  articulate 
quality  as  that  beard  over  the  trachea,  and  if  these  characters 
are  present  over  a limited  area  and  not  in  the  immediate  vicinity 
of  a bronchial  tube,  and  especially  if  associated  with  the  metallic 
phenomena  (to  be  afterwards  described),  the  probability  is  that 
a cavity  exists.  All  conditions  that  lead  to  excavation  in  the 
lung  tissue  produce  it,  and  among  these  phthisis  is  by  far  the  most 
frequent.  Dilated  bronchi  may  also  give  rise  to  it.  Amphoric 
respiration  is  just  a more  exquisite  degree  of  the  cavernous, 
and  can  be  well  imitated  by  blowing  across  the  mouth  of  a large 
empty  jar.  It  is  bear’d  in  large  intra-pul monary  cavities, 
and  in  cases  of  pneumothorax  where  there  is  a communicatioix 
between  the  lung  and  the  pleural  sac.  (See  also  p.  479.) 

RALES. 

The  respiratory  murmur,  however,  may  be  accompanied  or 
replaced  by  other  sounds  called  Rales.  These  may  be  classified 
as — (1)  Sonoi’ous  and  Sibilant;  (2)  Mucous  or  Bubbling 
(3)  Crepitant.  Friction  sound  is  not  usually  classified  among 
the  rales,  but,  in  many  instances,  it  so  closely  resembles  or  is  so 
closely  simulated  by  intra-pulmonary  sounds,  that  it  seems  well 


478  PHYSICAL  EXAMINATION  OF  THE  LUNGS. 


to  treat  of  it  in.  this  connection.  Various  combinations  of  these 
rales  occur  and  must  be  named  accordingly. 

Sonorous  ami  sibilant  rdles.  These  are  dry  and  somewhat 
musical ; they  are  caused  probably  by  some  obstruction  to  the 
tide  of  air  in  the  bronchial  tubes.  The  sonorous  or  snoring 
rales  are  of  a gi-ave  pitch,  loud,  and  usually  accompany  both 
inspiration  and  expiration,  but  the  pitch  may  vary  in  the  two 
acts.  The  sibilant  (wheezing,  whistling,  cooing,  Ac.)  are  high 
in  pitch,  but  in  other  characters  resemble  the  sonorous.  These 
rales  are  heard  most  tyi^ically  in  acute  and  chronic  bronchitis  ; 
nnd  in  asthma,  from  spasmodic  constriction  of  the  bronchial 
tubes.  The  two  forms  of  rale  are  usually  associated;  they  vary 
much  from  time  to  time,  and  may  disappear  after  a cough. 

Bubbling  or  mucous  rCile.  This  rale,  in  its  typical  form, 
Tinquestionably  gives  the  ear  the  impression  of  moisture,  like 
the  bubbling  of  air  thi’ough  some  viscid  fluid.  It  often  exists 
both  with  inspiration  and  expiration,  and  varies  greatly  in  its 
degree,  sometimes  approaching  to  the  characters  of  the  crepitant 
rale,  and  then  called  “ sub-crepitant  ” by  some  authors,  while  at 
other  times  it  is  large,  coarse,  and  quite  decidedly  mucous.  It 
may,  in  severe  cases,  be  present  all  over  the  lung,  but  as  a rule 
is  most  abundant  at  the  base.  It  is  common  in  bronchitis  where 
the  secretion  of  mucus  is  abundant ; in  cedematous  states  of  the 
lung  owing  to  disease  of  the  heart  or  kidneys ; and  in  certain 
fevers,  such  as  typhus,  owing  to  congestion.  In  the  stage  of 
resolution  in  pneumonia  the  rale  known  as  the  crepitus  redux 
is  essentially  a mucous  rale,  and  the  clicking  rdh  of  phthisis 
is  also  moist.  This  rale  in  phthisis  is  so  significant  as  to 
demand  special  mention.  It  is  very  distinctly  moist  and 
clicking,  often  very  scanty,  limited  in  its  area,  chiefly  accom- 
j)anying  inspiration,  and  having  a marked  tendency  to  develop 
at  the  apices.  It  is  very  significant  of  softening  tubercle.  The 
cavernous  rdle  may  also  be  considered  as  a modification  of  the 
mucous.  It  is  present  in  cases  of  cavity  from  tubercular  disease 
or  dilated  bronchi.  It  usually  accompanies  both  expiration  and 
insj)iration,  is  heard  over  a limited  area,  and  if  the  patient 
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coughs  it  often  has  a splashing  or  gurgling  quality,  each  splash 
being  followed  by  an  aftertone  or  echo. 

Crepitant  rdle.  This  is  a finer  rale  than  the  mucous,  and  is 
not  distinctly  moist.  It  is  heard  in  its  typical  form  in  the  first 
stage  of  pneumonia,  prior  to  consolidation,  and  constitutes  the 
pneumonic  crepitus.  This  is  heard,  as  a rule,  on  inspiration 
only,  often  just  at  the  end  of  it,  and  consists  of  a number  of 
minute  crackles.  It  can  be  well  simulated  by  rubbing  a lock 
of  hair  between  the  fingers  near  the  ear.  The  rale  is  extin- 
guished on  the  supervention  of  bronchial  respiration.  Crepitant 
riile  is  also  present  in  cedema  of  the  lungs,  and  acute  capillary 
bronchitis,  and  certain  forms  of  pleuritic  friction  often  closely 
resemble  it. 

Friction  sound  is  produced  in  the  pleura,  owing  to  the 
roughened  surfiices  grating  on  each  other,  and  in  its  most  ex- 
quisite form  it  is  easy  of  recognition.  It  is  distinctly  rubbing 
or  grating,  very  superficial,  and  usually  accompanies  both  ex- 
piration and  inspiration,  but  it  may  be  with  inspiration  alone. 
Its  most  frequent  seats  are  in  the  mammary  region,  in  the 
lateral  region  in  the  line  of  the  axilla,  or  further  round,  near 
the  inferior  angle  of  the  scapula.  It  is  often  accompanied  by 
an  unchanged  condition  of  the  respiratory  murmur,  and  forced 
inspii-ation  and  coughing  do  not  obliterate  it;  indeed,  forced 
inspiration  is  often  required  to  bring  it  out.  In  many  cases  its 
characters  are  not  so  pronounced,  and  it  is  often  mixed  up  with 
intra-pulmonary  rales,  which  tend  further  to  obscure  the  dia- 
gnosis. In  rare  cases  friction  is  caused  in  a roughened  pleura 
by  the  caixliac  action.  This  is  heard  on  the  confines  of  the 
heart,  and  is  distinctly  related  to  the  cardiac  action,  as  may 
be  found  by  its  continuing  when  we  get  the  patient  to  stop 
breath  in  or. 

O 

METALLIC  AND  AMPHORIC  PHENOMENA. 

There  is  yet  a certain  group  of  auscultatory  signs  which  may 
be  classed  under  the  title  of  Metallic  Phenomena.  These  are 
Metallic  Tinkling,  Amphoric  Echo,  the  Bell  Sound,  and  Hi|v 
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pocratic  Succiission.  All  these  phenomena  are  very  variable  in 
their  degree  and  persistence,  and  they  occur  in  different  com- 
binations. 

Metallic  tinkling  is  well  described  by  Laennec  as  “a  peculiar 
sound,  which  bears  a striking  resemblance  to  that  emitted  by  a 
cup  of  metal,  glass,  or  porcelain  when  gently  struck  with  a pin, 
or  into  whicn  a gi'ain  of  sand  is  dropped.”  It  may  be  heard 
with  respiration,  voice  or  cough — most  typically  with  the  last 
two.  It  is  very  significant  of  cavity,  and  is  present  in  large 
pulmonary  excavations  when  near  the  surface  of  the  lung,  and 
also  in  pneumothorax. 

Amphoric  Echo.  This  term  is  applied  when  the  voice,  cough, 
or  breath  sounds  have  an  intensely  hollow  resonance,  and  it  can 
be  well  imitated  by  speaking,  coughing,  or  breathing  into  a 
large  empty  jar.  It  very  frequently  accompanies  metallic 
tinkling,  or  may  be  interchangeable  with  it.  It  is  only  present 
when  large  masses  of  air  are  thrown  into  vibration,  and  occurs 
most  frequently  in  pneumothorax,  although  it  may  occasionally 
be  heard  in  intra-pulmonary  cavities  of  large  size.  It  may 
accompany  respiration,  voice,  or  cough,  but  is  iisually  most 
pronounced  with  the  two  last. 

The  Bell  Sound  may  be  elicited  by  percussing  the  chest  with 
two  coins  (half-crowns  do  very  well),  the  one  coin  being  used  as 
the  pleximetei’  and  the  other  as  the  plessor.  If  percussion  is 
made  at  the  front  of  the  chest  the  auscultator  apjfiies  his  ear  to 
the  same  side  behind,  and  he  may  hear  a clear  ringing  sound. 
This  sign  is  almost  exclusively  confined  to  pneumothorax. 

Hippocratic  Succussion  is  produced  when  there  is  a mixture 
of  air  and  fluid  in  the  pleural  sac  (Hydro-  or  Pyo-pneumothorax). 
The  best  way  to  elicit  it  is  for  the  auscultator  to  apply  his  ear 
directly  to  the  back  or  side  of  the  chest  and,  half  embracing  the 
patient,  to  give  him  a shake.  The  sound  heard  is  similar  to 
what  is  got  by  shaking  a cask  which  contains  air  and  fluid. 
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VOCAL  RESONANCE  AND  FREMITUS. 

The  next  great  object  of  auscultation  over  the  lungs  is  to 
ascertain  any  alteration  in  the  vocal  resonance  or  fremitus,  or 
in  the  transmission  of  the  heart’s  sounds. 

Vocal  resonance  is  the  term  applied  to  the  vibrations  caused  by 
the  voice  of  the  patient  ti-ansrnitted  through  the  chest  to  the  ear 
of  the  auscultator.  It  is  best  elicited  by  causing  the  patient  to 
say  “twenty-one,”  “twenty-two,”  “twenty-three,”  in  his  natural 
voice.  It  is,  as  a rule,  most  distinct  in  adult  males,  especially 
if  the  voice  is  grave  in  pitch,  but  it  is  subject  to  such  variations, 
that  in  the  absence  of  other  signs  of  disease  little  diagnostic 
importance  can  be  attached  to  it.  It  is  Avell  to  recollect  also, 
that  even  in  health  it  is  louder  in  most  cases  at  the  apex  of  the 
right  lung  than  of  the  left.  Over  the  spongy  lung  the  vocal 
resonance  is  simply  an  indistinct  buzzing,  but  if  listened  to  over 
the  trachea,  it  is  found  to  be  loud  and  near  the  ear,  every 
syllable  is  quite  appreciable  even  when  whispered.  This  is 
almost  identical  with  pectoriloquy,  in  which  the  sounds  appear 
to  be  transmitted  du’ectly  into  the  ear  from  the  chest.  Over 
the  site  of  the  larger  bronchi  the  voice  possesses  a less  degi'ee 
of  distinctness  and  intensity,  and  to  this  is  applied  the  term 
bronchophony. 

In  disease  the  A*ocal  resonance,  over  what  is  normally  the 
spongy  lung,  may  approximate  to  bronchophony  or  pectoriloqxiy. 
The  change  in  the  dii'ection  of  bronchophony  depends  chiefly  on 
consolidation,  and  is  often  present  in  pneumonia,  phthisis,  and 
other  condensations.  Laennec  believed  2)ectoriloquy  (but  only  in 
that  degree  which  he  termed  “perfect  pectoriloquy”)  to  be 
])athogiiomonic  of  cavity  in  the  lung,  and  no  doubt  it  is  a 
frequent  associate  of  this  condition,  and  a valuable  fact  in 
conjunction  with  other  signs,  but  it  may  also  be  heard  in  cases 
of  consolidation,  such  as  those  mentioned  abov^e. 

yhgophony  was  the  name  applied  by  Laennec  to  a peculiar 
modification  of  the  vocal  resonance  which  is  high  in  pitch,  very 
tremulous,  and  closely  resembles  the  bleating  of  a goat,  or  the 
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voice  of  Piincli  in  the  puppet  show.  It  is  rarely  found  in 
perfection,  but  degi’ees  of  it  are  not  uncommon,  and  its  most 
frequent  site  is  near  the  inferior  angle  of  the  scapula.  Laennec 
thought  it  depended  on  the  interposition  of  a thin  stratum  of 
fluid  between  the  layers  of  the  pleura,  but  it  is  also  found  in 
the  course  of  pneumonia,  and  in  inflammatory  thickening  of  the 
pleura.  Its  cause  is  still  a matter  of  dispute. 

Autophony  is  a term  used  to  denote  increased  resonance  of 
the  auscultator’s  voice  if  he  speaks  while  he  has  his  ear  applied 
to  the  patient’s  chest,  He  lieai'S  the  tones  of  his  voice  intensi- 
fied. This  phenomenon  is  heard  more  or  less  in  most  of  the 
cases  where  bronehophony  is  developed,  but  it  is  chiefly  marked 
in  cases  of  large  cavity,  especially  pneumothorax. 

The  vocal  resonance  may  he  absent  in  certain  cases,  and  this 
is  an  important  fact  if  the  resonance  was  known  to  have  existed 
previously ; or  it  may  be  absent  only  on  one  side  or  one  part. 
This  points  to  some  obstacle  to  the  transmission  of  the  sound, 
chiefly  owing  to  fluid  effusion  or  some  obstruction  in  the 
bronchial  tubes.  (For  amphoric  voice  in  pneumothorax  see 
page  480.) 

The  vocal  fremitus  is  closely  allied  to  vocal  resonance.  It  is 
the  sensation  communicated  to  the  hand  placed  on  the  patient’s 
chest  while  he  speaks.  This  is  also  subject  to  great  variation, 
consistent  with  perfect  health,  but  it  may  be  stated  as  a general 
rule,  that  conditions  leading  to  increase  or  diminution  of  the 
voeal  resonance  apply  to  vocal  fremitus.  It  is  thus  generally 
increased  in  consolidation  of  the  lung,  and  diminished  in 
pleuritic  effusion. 

In  certain  diseased  conditions  of  the  lungs  the  heart’s  sounds 
may  be  transmitted  widely  over  the  pulmonary  area.  This  is 
especially  the  case  in  all  forms  of  consolidation,  and  when  this 
transmission  is  to  the  apices  of  the  lungs,  and  especially  to  the 
right,  it  is  often  significant  of  phthisical  consolidation.  The 
heart’s  sounds  may  be  altered  in  quality  owing  to  diseased  con- 
ditions in  the  lung,  but  these  will  be  noticed  under  the  physical 
diagnosis  of  the  heart. 
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PART  II- PHYSICAL  EXAMINATION  OF  THE  HEART. 

In  tlie  physical  examination  of  the  heart  the  same  methods 
of  investigation  are  employed  as  in  the  case  of  the  lungs,  viz., 
Inspection,  Falpation,  Percussion,  ami  Auscultation. 

It  is  of  great  importance  for  the  beginner  to  practice  fre- 
quently the 

EXAMINATION  OF  THE  NORMAL  HEART. 

The  first  point  of  importance  for  the  student  to  note  is  the 
contour  of  the  chest-wall  in  front  of,  and  enclosing  the  organ. 
In  the  healthy  chest  the  left  is  usually  symmetrical  with  the 
light  side,  but,  as  will  afterwards  be  seen,  certain  diseases  may 
cause  alterations  in  respect  of  this  symmetry,  which  may  have 
a diagnostic  importance.  Having  inspected  the  precordial 
region,  and  having  noted  the  fact  of  any  visible  pulsation, 
whether  diflfused  over  the  cardiac  area,  or  localised  to  the  apex- 
region,  the  epigastrium,  or  other  part  of  the  chest,  the  next 
point  to  determine,  if  possible,  is  the  exact  position  of  the  apex- 
beat.  In  many  cases  this  corresponds  with  a visible  pulsation 
which  will  have  been  noted  in  the  preliminary  survey,  but  in 
not  a few  instances  no  such  distinct  pulsation  is  seen,  and  care- 
ful search  by  palpation  must  be  made  for  the  apex.  In  all 
cases,  whether  there  is  a visible  apex-beat  or  not,  the  intercostal 
spaces  in  the  precordial  region  should  be  separately  examined 
with  the  tips  of  the  index  and  middle  fingers,  in  order  to  fix 
if  possible  the  exact  spot  at  which  the  apex,  or  rather  the  most 
superficial  part  of  the  left  ventricle,  strikes  the  chest  wall.  The 
most  favoui’able  opportunity  for  this  is  in  expiration,  when,  bv 
the  recession  of  the  lung,  the  heart  approximates  itself  most 
closely  to  the  ribs ; but  the  state  of  expiration  must  not  be  long 
maintained,  otherwise  the  apex-beat  becomes  obscure  from  other 
causes  (see  foot-note,  p.  487). 

In  the  normal  chest,  in  the  recumbent  posture,  the  apex-beat 
is  usually  found  in  the  fifth  intercostal  space,  slightly  inside 
the  vertical  line  of  the  nipple.  It  is  to  be  remembered,  how- 
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ever,  that  the  site  of  the  nipple  varies  to  some  extent  even 
in  males,  and  in  women  its  position  is  ruled  by  the  degree  of 
development  and  laxity  of  the  mamma,  and  so  its  relation  to 
the  apex-beat  is  by  lao  means  constant.  The  usual  position  of 
the  apex-beat  is  as  above  indicated ; but  in  not  a few  instances, 
even  in  healthy  subjects,  no  distinct  impulse  exists  while  the 
patient  is  in  dorsal  decubitus,  and  only  a comparatively  feeble 
l)ulsation  is  felt  in  the  fourth  or  fifth  intercostal  space.  In 
such  a case  the  patient  should  be  turned  on  his  left  side  well 
round  on  the  face.  This  change  in  posture  favours  the  gravi- 
tation of  the  heart  to  the  surface  of  the  chest,  and  to  the  left 
side,  so  that  an  apex-beat  that  was  almost  imperceptible  in  the 
recumbent  position  may  become  distinct.  Under  such  cii’cum- 
stances,  allowance  must  be  made  for  its  being  carried  more  to 
the  left,  but  the  degree  of  this  varies  in  different  subjects 
according  to  the  laxity  of  the  tissues  which  bind  the  heart. 
Percussion  may  assist  in  determining  to  some  extent  the  site  of 
the  apex  as  it  is  usually  found  immediately  inside  the  left 
border  of  the  precordial  dulness.  But  the  student  should  also 
use  the  stethoscope  in  aid  of  palpation  in  determining  this 
most  important  fact,  and  it  is  specially  useful  where  no  tangible 
apex-beat  exists.  For  this  piu-pose  he  should  auscultate  in  the 
apex-region  till  a spot  is  found,  over  which  the  first  sound  of 
the  heart  has  the  most  definite  and  superficial  character,  and 
this  may  be  assumed  to  be  the  point  at  which  the  wall  of  the 
left  ventricle  comes  nearest  to  the  surface. 

Having  determined  as  nearly  as  possible  the  position  of  the 
apex-beat,  it  should  be  marked  (with  ink  or  otherwise),  and  the 
next  step  is  to  appreciate  thoroughly  the  nature  of  the  imjmlse. 
This  can  be  done  either  with  the  tips  of  the  fingers  or  the 
ball  of  the  thumb,  the  former,  however,  yielding  the  more 
accurate  results.  In  healthy  subjects  in  whom  a tangible 
apex -beat  exists,  it  is  limited  in  area,  well-defined,  and 
punctuate,  and  in  those  in  whom  it  is  not  present  in  the  re- 
cumbent posture,  but  is  developed  when  they  are  laid  over  on 
the  left  side,  it  presents  similar  characters.  Changes  in  neigh- 
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boiiring  organs  may  have  so  altered  tlie  relations  of  the  apex  as 
to  obscure  its  impulse  in  all  positions,  and  such  a condition  is 
to  be  noted,  but  it  does  not  necessarily  indicate  disease  of  the 
heart,  A punctuate  apex-beat  may  also  be  wanting  in  healthy 
subjects  from  the  fact  that  the  impulse  is  delivered  against  a rib 
and  does  not  reach  an  intercostal  space,  In  the  strictly  healthy 
subject  no  considerable  impulse  exists  over  the  right  ventricle, 
but  a degree  of  this  can  be  educed  by  sudden  exertion,  and  it 
may  be  discriminated  from  the  apex-beat.  This  impulse  or 
heave  is  best  appreciated  by  the  ball  of  the  thumb  or  palm  of 
the  hand  placed  over  the  region  of  the  right  ventricle.  It  can 
also  be  well  appreciated  by  the  direct  application  of  the  ear 
when  the  impulse  is  communicated  to  the  head.  The  student 
should  notice  this  impulse  carefully,  as  in  some  diseased  con- 
ditions it  is  of  much  diagnostic  value.  In  widely  diffused 
impulse  the  point  farthest  to  the  left,  giving  a distinct  and 
direct  impact,  is  to  be  regarded  as  the  most  probable  site  of  the 
apex,  but  it  does  not  necessarily  follow  in  such  cases  that  the 
real  apex  of  the  left  ventricle  produces  any  sensible  and  separate 
impact  at  all. 

Percussion  of  the  heart  is  the  next  step  in  the  examination. 
In  women  in  whom  the  mamma  is  large  and  flabby  it  should  be 
drawn  up  or  to  one  side  while  the  percussion  is  being  followed 
out.  The  area  of  pi*ecordial  dulness  will  vary  somewhat  accord- 
ing to  the  strength  of  the  percussing  stroke.  If  the  deep  or 
relative  percussion  dulness  is  wanted,  a comparatively  strong 
stroke  is  necessary,  and  the  percussion  should  be  made  as  far 
as  possible  during  expiration,  while  the  heart  is  most  uncovered. 
If,  however,  the  superflcial  or  absolute  dulness  is  required,  the 
lightest  stroke  should  be  employed,  in  order  to  determine 
accurately  only  that  part  of  the  heart  which  is  most  super- 
ficial. The  student  should  familiarise  himself  with  both  methods, 
but  in  the  description  here  given  the  latter  is  the  one  chiefly  in 
view.  It  is  best  to  percuss  from  the  clear  area  of  lung  on  to 
the  dull  area  of  heart,  and  commencing  with  the  right  border, 
the  student  should  appi-eciate  thoroughly  the  clear  note  over 
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the  right  lung  and  then  percuss  towards  the  middle  line,  noting 
the  point  at  which  the  clear  pulmonary  note  becomes  modified. 
Having  percussed  the  whole  of  the  right  border  in  this  manner 
he  should  proceed  to  the  left,  to  which  the  position  of  the 
apex-beat  will  afibi-d  a guide.  To  delimit  the  upper  border, 


Fig.  69.— Area  of  Normal  Perciission-dulness  of  Ilc.art,  Liver,  and 
Spleen.  (Slightly  modified  from  Weil.) 


percussion  is  to  be  made  from  the  left  infra-clavicular  region 
downwards.  The  lower  border  of  cardiac  dulness  cannot,  as  a 
rule,  be  separated  from  that  of  liver.  It  is  useful  to  indicate 
these  limits  of  percussion-dulness  by  marking  them  with  ink  or 
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crayon.  The  right  border  of  the  diilness  to  superficial  percus- 
sion will  be  found  usually  to  coincide  pretty  exactly  Avith  the 
mesial  line,  while  with  deep  percussion  it  will  pass  to  the  right 
of  that  line  from  one  inch  and  a half  to  two  inches.  The  left 
border,  as  a rule,  coincides  with  a line  about  half  an  inch  out- 
side the  apex-beat,  and  so  corresponding  nearly  with  the  vertical 
line  of  the  nipjde.  Tlie  up2Aer  margin  of  dulness  is  usually  near 
the  lower  border  of  the  third  rib,  and  it  slopes  downward  to 
join  the  left  margin  (see  Diagram,  No.  69).  The  transverse 
measurement  of  this  area  to  superficial  percussion  in  the  liealthy 
chest  may  be  stated  appi-oximately  at  from  three  to  four  inches 
in  the  adult  male.  In  women  it  is  less,  and  it  will  vary 
according  to  the  build  and  statui'e  of  the  subject.  While  jier- 
forming  the  jjercussion  attention  should  be  given  to  the  sense 
of  resistance  to  the  percussing  stroke,  as  an  increase  in  this 
may  assist  the  diagnosis.  In  many  instances,  however,  the 
delimitation  of  the  cardiac  dulness  is  interfered  with  by  the 
occurrence  of  consolidation  in  either  lung  in  close  proximity  to 
the  heart,  or  by  the  presence  of  fluid  in  the  i)leur{e. 

The  Sounds  of  the  heart  are  discussed  at  ja.  496. 

CHANGES  IN  THE  APEX-BEAT— ABNORMAL  PULSATIONS. 

The  apex-heat  may  become  inappreciable  or  at  least  much 
obscured.  This  is  especially  apt  to  occur  in  cases  of  fluid 
effusion  into  the  pericardium,  or  from  bulging  of  the  anterior 
margins  of  the  lung  in  emphysema.  Again,  if  the  right  ven- 
tricle is  much  dilated  it  j)ushes  the  left  aside,  hinders  it  from 
reaching  the  surface,  and  so  no  punctuate  ^pex-beat  is  present.^ 


1 Apart  from  diseased  conditions  altogether,  a very  simple  experiment, 
which  anyone  can  make  on  himself,  will  demonstrate  the  effect  which  a dis- 
tended right  ventricle  has  on  the  apex-beat.  MTien  lying  in  an.  easy  position 
a finger  is  put  on  the  apex-beat,  and  its  character  carefully  noted,  while  with 
the  other  hand  the  pulse  of  some  of  the  arteries  is  felt.  Respiration  is  then 
simply  suspended  without  any  deep  preliminary  inspiration.  As  the  sense  of 
suffocation  approaches,  the  apex-beat  grows  gradually  more  indistinct,  and 
may  even  disappear,  while  the  heave  of  the  right  ventricle  becomes  very 
marked.  The  pulse,  however,  is  not  affected  to  any  extent,  exce^rt  perhaps 
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In  extensive  adhesion  of  the  pevicavdium  also,  there  is  often  no 
distinct  apex-impnlse  forwards,  but  rather  a systolic  retraction 
of  one  or  two  of  the  intercostal  spaces  in  the  vicinity  of  the 
apex-i’egion,  while  at  the  same  time  the  heart  has  a jogging  or 
tumbling  action.  The  absence  or  want  of  precision  of  the  apex- 
beat  may  thus  indicate  disease  either  of  the  heart  itself  or  of 
some  of  the  neighbouring  organs. 

The  ajyex-imjmlse  may  he  exaggerated.  This  is  generally  the 
ease  in  hypertrophy  of  the  left  ventricle,  in  which  also  it  is 
usually  displaced  downwards  and  to  the  left. 

The  apex-heat  is  often  displaced.  It  may  be  found  displaced 
downioards  and  towards  the  left,  so  as  to  be  felt  in  the  Gth,  7th, 
or  8th  intercostal  space,  several  inches  outside  the  nipple  line. 
Under  such  circumstances  the  impulse  is  usually  much  increased 
in  intensity,  and  so  wide-spread  as  to  be  visible  in  two  or  three 
intercostal  spaces.  This  is  usually  found  in  hypertrophy, 
chiefly  involving  the  left  ventricle.  The  apex-beat  may  come 
to  be  displaced  upwards,  owing  to  pressure  on  the  diaphragm 
of  abdominal  tumours,  ovarian  disease,  ascites,  enlargement  of 
liver,  &c.,  or  it  ma,y  be  dragged  upwards  by  a shrmkiug  of  the 
left  lung,  as  in  jjhthisis,  with  contracting  cavities  in  the  apex, 
or  from  retraction  of  one  side  of  the  chest  after  the  absorption 
of  an  efiusion.  In  considerable  pericardial  eflfusion  the  apex- 
beat  is  apt  to  be  x'aised,  and  the  same  is  said  to  occur  in  cases 
of  adherent  pericardium.  It  may  be  found  displaced  either  to 
the  right  or  left  by  fluid  or  ah’  in  the  pleurje  (Hydrothorax  or 
Pneumothorax).  The  displacement  is  much  greater  when  the 
effusion  is  in  the  left  pleura,  and,  if  it  is  extreme,  the  heart 
may  be  found  beating  under  the  right  nipple.  This  condition 
has  been  called  by  the  late  Dr.  Stokes,  Dexio-cardia  (see  Fig.  73). 
The  impulse,  however,  which  is  felt  in  such  a case  is  not  from 

being  a little  smaller,  and  this  shows  that  the  left  ventricle  is  still  contracting 
quite  efficiently  although  the  apex-impulse  has  become  obscuie;  owing  to  the 
repletion  of  the  right  ventricle  the  left  is,  as  it  were,  thrown  behind  and 
cannot  reach  the  chest  wall.  When  respiration  is  resumed  the  apex-beat 
becomes  apparent  at  once.  These  conditions  are  quite  independent  of  the 
expansion  of  the  lung,  being  equally  appreciable  in  inspiration  or  expiration. 
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the  apex  of  the  left  ventricle,  but  from  some  part  of  the  right. 
The  heart  may  remain  displaced  after  the  efiusion  disappears, 
througli  the  influence  of  adhesions.  Changes  in  tlie  character 
of  the  apex-impulse  are  also  to  be  noted.  It  may  become  unduly 
strong  and  heaving  in  hypertrophy,  or  weak  in  cases  of  dilata- 
tion and  fatty  degeneration.  Its  regularity,  or  the  reverse,  in 
rhythm  and  force,  must  also  be  attended  to. 

Centres,  other  than  the  apex-heat,  may  become  developed  in 
diseased  conditions.  In  certain  cases,  coincidently  with  a want 
of  distinct  apex-beat,  there  is  an  undue  development  of  the 
imptilse  or  heave  over  the  right  ventricle.  This  is  especially  the 
case  in  dilatation  or  hypertrophy  of  the  riglit  side  of  the  heart, 
xk  diffused  imjjulse  is  then  appreciable  over  the  region  of  the 
right  ventricle,  which  is  often  propagated  into  the  epigastrium, 
through  tlie  left  lobe  of  the  liver,  in  the  form  of  a wide-spread 
pulsation,  and  in  certain  cases  of  displacement  of  the  heart, 
even  a more  direct  impulse  may  be  felt.  As  this  epigastric 
pulsation  is  always  important,  it  should  be  sought  for,  not 
only  by  placing  the  flat  of  the  hand  over  tlm  pit  of  the  stomach, 
but  also  by  inserting  the  tips  of  the  fingers  under  the  costal 
cartilages  in  the  direction  of  the  heart.  This  epigastric  pul- 
sation from  the  action  of  the  heart  must  be  distinguished 
from  a pulsation  communicated  from  the  aoi’ta,  which  is  felt 
under  cei'tain  conditions  in  the  same  region.  The  aoz’tic  jzul- 
sation  can  usually  be  traced  along  the  vessel  in  the  abdomen, 
not  merely  as  a pulsating  tumour,  and,  by  careful  attention  to 
its  rhythm,  it  will  be  found  to  succeed  tlie  Ccardiac  systole. 
This  “ throbbing  aorta  ” is  a frequent  fact  in  aniemic  or  nervous 
conditions  (see  p.  271).  Aneurism  of  the  abdominal  aorta,  or 
of  some  of  its  branches,  may  also  give  rise  to  pulsation  in  the 
epigastrium,  but  other  signs  will  usually  guide  the  diagnosis 
(see  p.  539). 

When  the  base  of  the  heart  is  uncovered,  owing  to  retraction 
of  the  edge  of  the  left  lung,  as  in  phthisis  pulmonalis,  the  roots 
of  the  great  vessels,  and  especially  of  the  pulmonary  artery,  as  it 
is  most  superficial,  are  exposed,  and  as  it  usually  hajipens  in 
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such  cases  that  the  patient  is  much  emaciated,  a pulsation 
which  corresponds  with  the  expansion  of  the  pulmonaiy  artery 
can  sometimes  be  felt  and  even  seen.  It  is  situated  about  the 
third  left  intercostal  space,  near  the  margin  of  the  sternum,  is 
very  restricted  in  its  area,  and,  in  addition  to  the  impulse, 
the  finger  is  conscious  of  its  being  succeeded  by  a snap  and 
sudden  recoil,  coincident  with  the  closure  of  the  sigmoid 
valves.  In  rare  instances,  pulsation  from  the  auricle  exists  in 
this  situation,  but  the  imjmlse  in  such  a case  precedes  the  apex- 
beat,  and  is  succeeded  by  no  snap.  Simultaneous  tracings  of  the 
cardiac  apex-beat  and  the  abnormal  pulsation  in  such  cases  may 
be  taken  with  the  cardiograph,  and  will  at  once  resoh'e  any 
difficulties  that  may  arise  as  to  its  being  due  to  auricle  or  pulmo- 
nary artery.  The  aorta  is  too  deeply  seated  to  give  any  definite 
impulse  externally  in  the  normal  conditions,  but  when  aneurismal 
disease  of  its  thoracic  portion  exists  a pulsation  may  be  produced 
which  can,  as  a rule,  be  quite  easily  separated  from  that  of  the 
heart  (see  p.  510). 

Pulsation  in  the  vessels  of  the  nech.  The  jugular  fossa  should 
be  explored  by  insei’ting  the  tips  of  the  fingers  down  behind  the 
stermim,  the  patient  being  directed  to  bend  the  head  forwards, 
so  as  to  relax  the  tissues.  Undiie  pulsation  sometimes  associated 
with  the  sense  of  resistance  or  tumour,  chiefly  due  to  aneurism, 
is  often  met  with  in  this  situation.  The  trachea  may  be  found 
displaced  somewhat  backward,  or  to  either  side  in  such  cases. 
The  state  of  the  jugular  veins  is  also  to  be  noted,  pulsation  in 
them  being  a frequent  associate  of  valvular  diseases  of  the  right 
side  of  the  heart.  Such  pulsation,  however,  is  not  necessarily 
a morbid  fact ; it  merely  indicates  regurgitation  of  blood  back 
into  the  veins,  the  valves  at  the  root  of  the  neck  being  incom- 
petent. This  may  occur  in  j'lerfect  health,  though  usually 
only  in  a slight  degree,  without  any  distension  or  other  abnor- 
mal symptom,  from  the  impulse  of  the  auricle  (perhaps  also  of 
the  right  ventricle)  being  transmitted  directly  thi-ough  congeni- 
tally imperfect  valvular  mechanism,  which  is  productive  of  no 
sensible  inconvenience.  In  some  instances,  although  thei’e  is  no 
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actual  pulsation  in  the  vein,  it  receives  a movement  from  the 
artery  lying  underneath  it,  so  as  to  simulate  this  : the  way  to 
solve  the  difficulty  is  by  pressing  very  lightly  on  the  vein  at  the 
loot  of  the  neck,  and  so  occluding  it,  and  if  under  these  circum- 
stances the  pulsation  ceases,  the  inference  is  that  the  action  is  in 
the  vein,  while  if  it  continues  it  is  most  probably  due  to  the  heave 
of  the  carotid.  The  pulsation  also  in  the  veins  of  the  neck  can 
usually  be  recognised  as  different  in  character  from  a transmitted 
arterial  impulse,  being,  as  a rule,  much  more  wavy.  Retraction 
of  the  veins  of  the  neck  during  the  cardiac  diastole  should  be 
looked  for,  as  it  is  said  to  occur  sometimes  in  cases  of  adherent 
pericardium.  Undue  pulsation  in  the  arteries  of  the  neck 
exists  in  exophthalmic  goitre,  in  some  cases  of  anaemic  palpita- 
tion, and  in  aortic  insufficiency,  where  the  visible  j)ulsation  is 
often  a very  marked  feature. 

CHANGES  IN  THE  AREA  OF  PRECOEDIAL  DULNESS. 

The  area  of  precordial  dulness  may  be  increased,  diminished, 
or  displaced.  Decrease  in  its  area  is  generally  due,  not  to  disease 
of  the  heart  itself,  but  to  changes  in  the  lungs,  and  especially  to 
emphysema,  in  which  the  anterior  margins  of  the  lung  may  be- 
come so  distended  as  to  mask  the  cardiac  dulness  to  a greater  or 
less  extent.  (See  Fig.  84,  p.  523.)  In  emaciating  diseases,  how- 
e\  er,  the  heart  participates  in  the  general  atrophy,  and  this  may 
lead  to  some  decrease  in  the  precordial  dulness. 

But  increase  in  this  area  is  much  more  frecpient.  If  the  in- 
crease is  towards  the  left  side  and  downwards,  and  coincides  with 
a strong  and  somewhat  diffused  apex-beat  in  the  sixth  or  seventh 
interspace,  or  much  to  the  left  of  its  normal  site,  it  most  likely 
indicates  hypertrophy  of  the  left  ventricle.  If,  on  the  other 
hand,  the  dulness  extends  chiefly  to  the  right,  the  presumption 
is  that  the  right  ventricle  is  the  seat  of  hypertropiiy  or  dilatation, 
and  this  may  be  corroborated  by  the  occurrence  of  a well  marked 
heaving  action  over  the  right  ventricle,  by  an  ill-defined  apex- 
beat,  and  by  the  presence  of  pulsation  in  the  epigastrium.  If  the 
dulness  is  increased  pretty  equally  both  to  right  and  left,  while 
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the  upper  margin  maintains  its  normal  position,  hypertrophy  or 
dilatation  of  both  cavities  may  be  suspected  (see  Fig.  70)  ; but 
if  with  lateral  extension  there  is  a conical  jn-olongation  of  the 
dulness  up  in  the  direction  of  the  first  rib,  there  is  ground  for 


suspecting  effusion  into  the  pericardium.  (See  Fig.  71.)  In  all 
these  cases  there  may  be  a degree  of  vaulting  in  the  precordial 
region,  but  it  is  usually  most  marked  in  pericardial  eflfusion,  in 
which  the  percussion  resistance  is  also  greatly  increased.  Ap- 
parent increase  in  the  dulness  may  arise  from  tumours,  aneuris- 
mal,  cancerous,  or  glandular,  situated  in  the  mediastinum,  or  from 
effusions  into  the  pleurre,  or  even  from  limited  consolidations 
of  the  lung  in  the  immediate  vicinity  of  the  heart.  The  dia- 


Fig.  7 0.— Cardiac  Dulness  increased  from  Hypertrophy  of  both  Ventricles. 
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gnosis  of  aneurism  may  be  made  from  the  fact  that  the  abnormal 
area  of  dull  percussion  is  usually  situated  at  the  base  of  the 
heart,  often  under  the  manubrium  sterni ; it  coincides  in  situa- 
tion with  the  aorta  and  is 
sometimes  joined  to  the 
cardiac  dulness  by  only  a 
narrow  neck ; a pulsation 
separable  from  that  of  the 
heart  is  often  present  over 
it,  sometimes  accompanied 
Avith  thrill,  and  tlie  heart’s 
sounds  are  often  changed  in 
quality  over  the  dull  area, 
and  sometimes  associated 
with  murmur.  The  dia- 
gnosis in  the  other  condi- 
tions mentioned  may  be  Sjf'usioJi  .•  the  lower  and  ieft  marg’ius  are  un- 

• , ,,  ,1  ~ defined,  owing  to  their  teing  insepiirable  from 

assisted  by  the  fact  that  the  the  dull  percussion  of  the  abdomen  and  of  the 
T , , left  pleura.  (Gairdner.) 

cardiac  sounds  are  normal 

in  character,  not  co-extensive  with  the  dull  area  and  there  is 
not  the  heaving  impulse  that  might  be  expected  were  the  ex- 
tension due  to  dilatation  or  hypertrophy  of  the  heart  itself, 
^y^tnptoms  will  also  afford  A^aluable  means  of  diagnosis. 

Displacement  of  the  area  of  cardiac  dulness  either  to  the  right 
or  left  may  be  due  to  pleural  effusions  of  fluid  or  air,  the  displace- 
ment being  always  most  marked  when  the  left  pleura  is  the  seat 
of  the  disease.  (See  Figs.  72  and  73.)  Tumours  in  the  thorax 
may  displace  the  precordial  dulness  in  almost  any  direction.  A 
certain  amount  of  displacement  of  the  cardiac  dulness  is  of  habi- 
tual occurrence  in  emphysema  of  the  lung,  associated  usually 
with  some  diminution  of  its  extent  also.  (See  Fig.  84,  p.  523.) 

CARDIAC  TREMOR  OR  THRILL. 

In  the  palpation  of  the  heart  there  is  sometimes  conveyed  to 

the  hand  along  with  the  impulse  a sense  of  tremor  or  thrill 

“ puiTing  tremor.”  It  is  most  frequently  associated  with  val- 
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vular  disease  either  aortic  or  mitral,  and  is  quite  distinct  in  its 
production  from  the  sensation  which  is  sometimes  felt  over  the 
precordial  region  in  pericarditis,  from  the  rubbing  of  the 
roughened  pericardial  surfaces  on  each  other.  This  latter,  when 


Fig.  72. — Displacement  of  mediastinum,  heart,  and  liver  from  pneumo- 
thorax of  the  right  side.  (Weil.) 


typical,  has  a rubbing,  grating  character,  and  does  not  as  a x’ule 
possess  the  fixity  as  regards  site  and  rhythm  of  endocardial  thrills. 
The  most  usual  sites  of  tremor  are  the  apex  and  the  base.  When 
limited  to  the  apex  it  is  very  characteristic  of  constriction  or 
roughening  of  the  mitral  orifice,  provided  it  can  be  felt  inimed- 
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lately  to  precede  the  apex-beat.  It  coincides  in  fact  with  a 
presystolic  murmur.  In  not  a few  instances,  however,  tlirill  in 
the  apex-region  coincides  with  ventricular  contraction,  and  is 
due  to  regurgitation  through  the  mitral  orifice.  'Wben  felt  at 


Fig  . 7Z.— Displacement  of  mediastinum,  heart,  and  left  lobe  of  liver 
from  pleuritic  effusion  on  the  left  side:  the  shading  indicates  the  extent 
of  dull  percussion. 


the  base,  thrill  is  usually  associated  with  disease  (chiefly  obstruc- 
tive) of  the  aortic  valves,  but  this  is  not  invariably  the  case,  as 
tremor  sometimes  exists  in  aneurism  of  the  flrst  part  of  the  aorta 
apart  from  any  valvular  lesion.  Other  conditions  afterwards 
to  be  indicated  will  guide  the  diagnosis  in  all  these  cases. 
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SOUNDS  OF  THE  HEART,  NORMAL  AND  ABNORMAL. 

In  auscultating  over  the  heart  the  student  will  recognise  two 
sounds  which  differ  in  their  characters  and  sites  of  intensity. 
They  are  called  the  first  and  the  second  sounds.  The  first  sound, 
which  coincides  with  the  ventricular  contraction  and  the  apex- 
beat,  and  immediately  precedes  the  pulse  in  the  neck,  is  dull, 
prolonged,  and  somewhat  distant.  The  second  sound  coincides 
with  no  impulse,  is  clearer,  sharper,  and  moi’e  defined,  and 
agrees  in  point  of  time  with  the  closure  of  the  sigmoid  valves 
of  the  aorta  and  pulmonary  artery.  The  characters  of  the  two 
have  been  represented  by  the  syllables  “ Luhb  TupT  The  first 
is  heard  with  greatest  intensity  over  the  apex-region,  while  the 
second  predominates  over  the  base  of  the  heart.  Skoda  indicates 
the  intensity  of  the  two  sounds  as  heard  at  the  apex  and  base, 
by  saying  that  at  the  apex  they  form  a Trochee — lubb  tup — and  at 
the  base  an  Iambus — lubb  tup.  In  a slowly  acting  heart  there  is 
usually  no  dilficulty  in  distinguishing  the  sounds,  which  are 
defined  not  only  by  the  characters  above  indicated,  but  also  by 
the  fact  that  the  interval  between  the  first  sound  and  the  second 
is  much  shorter  than  that  between  the  second  and  the  first,  the 
diastole  or  long  pause  of  the  heart  as  it  is  called  intervening. 
The  following  diagram  (Fig.  74),  indicates  approximately  the 
relations  which  the  various  periods  in  a complete  cardiac  revolu- 
tion bear  to  each  other.  When,  however,  the  heart  is  acting 
rapidly  the  increase  is  chiefly  at  the  expense  of  the  long  pause, 
and  then  it  may  be  a matter  of  difficulty  to  determine  which  is 
the  first  and  which  is  the  second  sound;  and  this  all  the  more  so 
if  either  sound  is  so  altered  in  character  as  to  appi’oximate  to 
its  fellow.  The  double  stethoscope  will,  as  a rule,  however, 
resolve  this  doubt,  the  one  bell  being  placed  over  the  apex  and 
the  other  over  the  base. 

Both  sounds  are  complex  inasmuch  as  the  first  coincides 
with  the  contraction  of  the  two  ventricles  and  the  second  with 
the  closure  of  the  sigmoid  valves  of  the  aorta  and  pulmonary 
•artery.  That  part  of  the  first  sound  due  to  the  left  ventricle  is 
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heard  with  gi*eatest  distinctness  in  the  apex-region,  while  that 
from  the  right  side  of  the  heart  is  most  intense  over  the  right 
ventricle  near  the  sternum.  The  aortic  element  of  the  second 


74.— Diiigrum  of  Heart’s  Action.  i (Oauuucr.j 


sound  is  best  communicated  to  a point  at  the  junction  of  the 
second  right  costal  cartilage  with  the  sternum,  this  being  often 
called  the  “aortic  cartilage.”  TJie  pulmonic  second  sound  is 
best  heard  near  the  junction  of  the  third  left  costal  cartilage 
with  the  sternum.  In  health,  as  a rule,  the  sounds  at  the 
apex  and  aorta  predominate  over  those  of  the  right  side  of  the 
heart.  Some  assistance  is  also  obtained  from  considering  the 
I’elative  intensity,  in  various  circumstances,  of  the  sounds  as 

* This  figure  is  retained  (after  considerable  investigation)  without  seriou.s 
modification;  it  represents  in  a diagramatic  form  the  relation  of  the  different 
portions  of  a cardiac  revolution  to  each  other;  but  it  does  not  aim  at  accuracy 
as  regards  the  exact  duration  of  the  sounds,  which  are  not  as  yet  cai)able  of 
being  measured  with  precision. 

2 I 
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lieavcl  over  tlie  carotid  and  subclavian  arteries,  wbeie  the 
second  sound  may  usually  be  regarded  as  identical  with  that 
produced  by  the  closure  of  the  aortic  valves.  But  much  care  is 
necessary  in  founding  conclusions  on  the  above  data. 

The  sounds  of  the  heart  may  become  (1)  altered  in  character; 
(2)  reduplicated ; (3)  associated  with  or  replaced  by  murmurs. 

I.  Alterations  in  Character  of  the  Heart’s  Sounds. 

In  many  exhausting  diseases  the  sounds  are  apt  to  become 

J'eeble,  and  in  the  later  stages  of  certain  fevers,  notably  typhus, 
the  first  sound  is  especially  weakened,  and  in  extreme  cases 
almost  suppressed,  while  the  second  may  remain  tolerably  clear 
<and  distinct.  Fatty  degeneration  or  infiltration  of  the  muscular 
fibre  of  the  heart  naturally  leads  to  the  same  result.  In  dilata- 
tion also  the  first  sound  fails  in  intensity  and  duration,  and  in 
some  cases  it  becomes  clearer  than  normal,  appi’oaching  the 
quality  of  the  second  sound.  Strengthening  of  the  cardiac 
rounds  is,  as  a rule,  due  to  hypertrophy.  This  is  especially 
the  case  with  regard  to  the  first,  which  becomes  dull,  pro- 
longed, and  booming  in  character.  If  this  change  is  most 
marked  in  the  apex-region,  the  presumption  is  that  the  left 
ventricle  is  hypertrophied,  while  if  it  is  present  over  the  right 
ventricle  it  usually  points  to  that  cavity  as  the  seat  of  the  change. 
In  each  case  the  second  sound  is  unduly  accentuated,  the  altera- 
tion being  recognisable  as  over  the  aoi’ta  or  pulmonary  artei}  , 
according  to  the  cause  of  it.  But  the  second  sound  may  be 
accentuated  and  deepened  intone,  becoming  “clunking  in  fact, 
apart  from  hypertrophy  of  the  ventricles.  This  may  be  present 
over  the  aortic  cartilage  in  cases  of  high  arterial  tension  in  the 
systemic  circulation,  or  in  dilatation  of  the  arch  of  the  aorta,  or 
when  the  aorta  has  lost  its  elasticity  from  degenerative  changes. 
In  all  such  cases  the  deepened  tone  is  usually  transmitted  into 
the  vessels  in  the  neck.  Over  the  pulmonary  artery  the  second 
sound  is  accentuated  in  conditions  which  present  an  obstacle  to 
the  free  passage  of  blood  through  the  lungs.  This  change  is 
met  with  in  pneumonia,  and  is  often  a marked  feature  in  cases  of 
obstruction  or  regurgitation  at  the  mitral  orifice.  In  certain 
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•cases,  as  iu  retraction  of  the  upper  lobe  of  the  left  lung 
from  phthisis,  tlie  second  pulmonic  sound  may  appear  to  be 
morbidly  accentuated  when  in  reality  it  is  simply  bi-ought  near 
the  ear  by  having  lost  its  covering  of  lung.  In  most  of  these 
instances,  however,  pulsation,  both  visible  and  tangible,  is  pre- 
sent over  the  artery,  and  the  snap  of  the  closure  of  the  valve  is 
often  communicated  to  the  hand.  These  conditions  will  help 
to  guide  the  diagnosis.  (See  p.  489.) 

When  large  air-tilled  cavities  are  iu  close  proximity  to  the 
heart  the  sounds  may  take  on  a hollow,  ringing,  metallic  quality 
of  the  nature  of  an  echo.  The  first  sound  is  most  frequently 
so  afiected,  the  causes  being  large  pulmonary  cavities,  pneumo- 
thorax, or  an  over-distended  stomach. 

II.  Reduplic.\tion  of  the  He.a.ut’s  Sounds  arises  from  a 
•splitting  up  of  one  or  other  sound  into  its  component  elements. 
Either  sound  may  be  reduplicated,  and  there  is  then  produced 
-1  galloping  or  cantering  action  indicated  by  the  syllables  “ rat- 
ta-tat."  The  clinical  significance  of  this  fact  is  not  very  clear. 
It  occurs  at  times  in  healthy  subjects  ; and  it  will  be  sufficient 
for  the  student  to  note  that,  if  it  is  best  heard  anywhere  over 
the  ventricular  area,  it  is  probably  the  first  sound  which  is 
resolved  into  its  component  elements,  while,  if  over  the  base,  it 
is  the  second.  Any  condition  which  increases  the  tension  either 
in  the  systemic  or  pulmonic  circulation  may  predispose  to 
reduplication.  It  is  certainly  a frequent  fact  in  cases  of  Bright’s 
•di.sease,  especially  in  the  gi’anular  form  (chronic  Bright’s 
Klisease),  but  it  is  also  not  infrequent  in  the  acute  disorder. 
Reduplication  may  bo  complete,  with  the  tw'o  elements  of  the 
sound  quite  distinct ; or  incomplete,  where  there  is  no  distinct 
interval,  the  sound  appearing  only  lengthened  and  slurred 

tuiTzip  ”). 

III.  Cardi.\c  Murmurs. — The  sounds  of  the  heart  may  l>e 
associated  with  or  I’eplaced  by  murmurs.  The  two  most  im- 
portant facts  to  determine  about  these  are  (A)  Their  Rhythm, 
and  (B)  Their  Site,  or  Area  of  distribution.  As  the  great 
majority  of  mm*murs  ai'C  vahnilar  in  origin,  it  is  on  tlie 
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whole  0,  good  rule  to  try  all  imirniurs  which  require  detailed 
investigation  by  the  tests  of  the  valvular  murmurs  before  pro- 
ceeding to  any  other. 

A.— RHYTHM  OF  CARDIAC  MURMURS. 

What  has  to  be  considered  under  this  head  is  the  relation  Oi. 
a murmur  to  the  different  physiological  acts  which  constitute  a 
comj)lete  cardiac  revolution,  viz.,  the  contraction,  dilatation,  and 
rest  of  each  of  the  cavities  (see  Fig.  74,  p.  497).  The  murmur 
has  to  be  defined  as  occurring  during  this  or  that  portion  of  the 
heart’s  action,  or  during  the  pause  which  intervenes  between  the 
periods  of  activity.  To  do  this  it  is  nece.ssary  to  watch  carefully 
its  relation  to  the  normal  sounds,  to  the  impulse,  and  to  all  the 
other  appreciable  phenomena  which  attend  upon  the  action  ol 
the  heart. 

All  valvular  murmurs  (apart  from  those  of  complex  origin} 
have  one  of  three  relations  to  the  sounds  and  impulse  of  the 
heart. 

(1)  77te  murmur  ijrecedes  and  runs  up  to  the  first  sound,  end- 
ing at  the  moment  of  this  sound  and  of  the  beat  of  the  apex. 
In  this  case  the  murmur  is  synciironous  with  the  contraction 
of  the  auricles,  and  is  called  Auricular-Si/stollc^,  or  by  some 
Presystolic  (from  its  preceding  the  systole  of  the  ventricle). 
The  interpretation  of  such  a murmur  depends  on  its  occurnny 
only  when  blood  is  being  e.vpeUed  from  an  auricle,  and  avhen  the 
ventricle  is  still  passive.  With  very  rare  excejAions  such 

1 The  terms  here  applied  to  murmurs,  viz.  “Auricular-Systolic”  (A.S.), 
“Ventricular-Systolic”  (V.S.),  and  “Ventricular-Diastolic"  (V.D.),  have 
become  the  habitual  nomenclature  in  the  Glasgow  School,  and  what  is  meant  by 
calling  a murmur,  a thrill,  or  other  phenomenon,  “A.S.,”  “V.S.,”  or  “t  .D., 
is  that  it  coincides  in  point  of  rhythm  or  time  with  one  or  other  of  the  peiiods 
of  the  heart’s  action,  which  is  thus  exactly  expressed  (see  Fig.  74).  The 
period  of  auricular-systole  had  no  definite  place  assigned  to  it  in  any  scheme 
prior  to  Dr.  Gairdner’s;  the  old  term  “Presystolic,”  as  applied  to  a murmur, 
being  vague  and  giving  no  hint  as  to  its  coincidence  with  the  systole  of  the 
auricle.  The  terms  can  be  applied  to  all  kinds  of  murmurs,  indicating  as  thej 
do  simply  the  exact  rhythm  apart  from  any  considerations  of  causation. 
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n niimnm-  depends  u])on  constriction  of  the  auriculo-ventricnlar 
orifices  and  conserpient  interruption  to  the  flow  of  blood  out  of 
the  auricle  during  its  contraction.  It  is  thus  said  to  be  a direct 
or  onward  murmur,  and  is  usually  very  rough  in  character,  and 
often  accompanied  by  a thrill  (see  p.  494)  . 

Tlie  Auricular-Systolic  murmur  may  merely  precede  the  fii-st 
sound,  i.e.  it  may  follow  the  pause  of  the  heart’s  action,  or  it  may 
api>ear  to  be  prolonged  out  of  or  even  quite  through  it,  the  periotl 
of  rest  being  in  this  last  case  necessarily  associated  with  a degree 
of  the  ventricular-diastolic  murmur  presently  to  be  described 
(p.  502).  Its  essential  character,  however,  is  preserved  in  every 
case  as  above  defined  and  as  represented  in  the  diagram 


Fig.  75.  ((iairdner.) 


(Fig.  75).  For  the  sake  of  brevity  it  is  sometimes  named 
A.S.”  (Auricular-Systolic). 

(2)  The  murmur  follows  and  runs  of  from  the  first  sound, 
ending  somewhere  between  the  first  and  the  second,  or  close  to 
the  second  sound.  In  this  case  the  murmur  is  synchronous 
with  the  contraction  of  the  ventricles,  and  may  be  called  ven- 
tricular-systolic.  A ventricular-systolic  murmur,  being  coincident 
with  the  emptying  of  the  ventricles,  m\ist  of  course  be  caused  (if 
valvular  in  origin)  by  blood  flowing  outward  from  the  ventricle, 
cither  in  the  natural  onward  direction  (over  a roughened  aortic 
orifice,  for  e.vample),  or  backward  by  regurgitation  through  the 
auriculo-ventricular  orifices.  When  due  to  obstruction  at  the 
arterial  orifices  it  is  said  to  be  a direct  murmur,  but  when 
caused  by  regurgitation  througli  tlie  auriculo-ventricular  valves, 
it  is  named  indirect  or  backward.  It  may  be  indicated  dia- 
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gramatically,  as  in  Fig.  7G.  “ V.S.”  is  the  contracted  designation 
for  tliis  murmur  (Ventricular-Systolic). 


Fig.  7(J.  (Uuiraiior.) 


(3)  The  murmur  follows  and  runs  off  from  the  secotid  sound, 
ending  somewhere  during  the  interval  between  the  second  sound 
and  the  first.  In  this  case  the  murmur  is  simultaneous  with 
the  dilatation  of  the  ventricles,  and  may  be  called  Yentricular- 
DinstoUc,  and  may  be  represented  as  in  Fig.  77.  A “-ventricular' 


Fig.  77.  (Gairdner.) 


diastolic”  inwvmwv  \s>  coincident  witli  the  filing  of  tlw  ventricles 
by  their  rapid  ex2)ansion-movement.  It  is  always  due,  therefore, 
(if  valvular)  to  blood  entering  a ventricle,  either  from  the 
auncles  or  from  the  arterial  orifices,  and  in  this  last  case,  of 
course,  the  semilunar  valves  must  be  deficient  so  as  to  admit  of 
the  regurgitation.  This  is  the  “ Y.D.”  (Ventricular-Diastolic) 
murmur. 

Various  combinations  of  these  different  murmw's  occur  not 
unfrequently,  and  this  renders  the  diagnosis  so  much  the  more 
perplexing.  For  instance,  it  is  not  unusual  to  have  an  “ auri- 
cular-systolic and  a ventricular-systolic”  (A.S.  -t  V.S.)  mur- 
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nuir  combined  (as  in  Fig.  78),  and  they  may  even  ai)pear  to  be  so 
combined  as  to  constitute  but  one  numnnr.  Commonly,  how- 
ever, the  first  sound  can  be  detected  in 
the  middle  of  this  murmur,  splitting 
it,  as  it  were,  into  tv/o.  All  that  pre- 
cedes the  sound  is  “rtitricw/nr-systolic,” 
and  all  that  succeeds  it  is  “ renO'?- 
cu^ar  - systolic.”  In  like  manner,  a 
“ vcntviculuT-siJstolic  ” and  ci  ventricu- 
lar<Uastolic’'  (V.S.  + V.D.)  murmur 
are  very  frequently  combined  (in  cases 
of  aortic  obstruction  and  regurgita- 
tion), but  here  the  second  sound  intervenes  and  makes  the 
rhythm  quite  plain  (see  Fig.  79).  The  greatest  degree  of  diffi- 


Fig.  70.— Ventricular-Systolic  and  Ventricular-Diastolic  murmurs 
combined.  (Gairdner.) 


Fig.  78. — Auricular-Systolic 
and  Ventricular-Systolic  mur- 
murs combined.  (Gairdncr.) 


culty  arises  when  the  sound  is  merged  in  the  murmur,  as  it 
often  is,  when  an  “auricular-systolic”  and  a “ventricular-systolic” 


Fig.  80. — Auricular-Systolic,  VentricuLar-Systojic,  and  Ventricular-Diastolic 
murmurs  combined.  (Gairdner.) 


■are  combined,  but  even  in  such  a case  it  is  often  found  that  the 
first  part  of  the  murmur  is  very  rough,  and  the  second  part 
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lias  much  move  of  a blowing  character.  The  murmur  will 
often,  in  fact,  abruptly  change  its  character  about  the  moment 
of  the  apex-beat,  and  we  may  find  that  one  element  of  the 
complex  murmur  is  heard  more  clearly  at  the  apex,  and  the 
other  at  the  base,  or  elsewhere.  A very  complex  association  of 
murmui’s  is  found  when  all  the  periods  of  the  heart’s  movement 
are  accompanied  by  murmur,  extending  even  through  tlie  period 
of  rest.  This  is  represented  in  Fig.  80.  (A.S.  + V.S.  -t-  V.D.) 

B.—AREA  OF  CARDIAC  MURMURS. 

Having  determined  the  rhythm  of  a murmur,  the  next  step 
in  the  investigation  is  to  fix  within  as  narrow  limits  as  possible 
the  place  of  its  origin. 

The  point  at  which  a murmur  is  produced  being  in  the 
majority  of  cases  one  of  the  four  valvular  orifices,  it  is  commonly 
desirable  to  test  all  murmurs  on  the  supposition  that  they  are 
valvular.  The  first  branch  of  the  inquiry  as  to  the  seat  of 
origin  of  a murmur  is  therefore  commonly  this:  at  which  of  the 
four  valvular  orifices  is  it  2>'roduced  ? As  there  are  four  valvular 
orifices,  so  there  are  four  distinctive  areas  to  which  murmui-s 
arising  at  these  orifices  may  be  propagated.  Tlie  following 
rules  will  be  found  useful  in  recognising  these  areas  : 

(1)  Area  of  the  mitral  murmur.  The  mitral  murmur  corre- 
sponds generally  with  the  apex  of  the  left  ventricle.  To  find  this 
area  with  precision  it  is  necessary  to  have  determined  all  the 
points  about  the  apex-beat  insisted  on  in  the  earlier  part  of  the 
physical  examination.  If  a murmur  concurs  in  position  with 
the  apex-beat,  and  if  its  seat  of  diffusion  is  round  this  point 
nearly  in  a circle  (see  Fig.  81,  area  marked  A.);  or  even,  and 
more  especially,  when  the  murmur  is  communicated  more  in- 
tensely and  immediately  to  the  left  than  to  the  right  of  the  apex, 
as  ascertained  by  the  impidse,  it  is  probably  of  mitral  origin. 
Mitral  murmurs  are  often  heard  over  a very  limited  space  in 
front  of  the  thorax ; they  are  mostly  inaudible  at  the  base  of 
the  heart : but,  on  the  other  hand,  they  are  frequently  conveyed 
with  great  distinctness  to  the  back  of  the  chest,  about  the  lower 
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tingle  of  the  left  scapula.  They  are  usually  either  “ auricular- 
systolic”  or  “ventricular-systolic,”  the  former  being  sometimes 
associated  ivith  a “ ventricular-diastolic  portion,  and  vaiious 
combinations  of  these  occm’. 


Fig.  %!.— Areas  of  Cardiac  Murmurs  (Gairdner  for  the  aremi : * 

,an.atomy).  The  outlines  of  organs,  which  .are  partially  invisible  ly  the  ‘ 

indlcat^  by  very  fine  dotted  lines;  while  the  areas  of  P'’®^^Xoi^il  mu7h 
inurs.  as  described  in  the  text,  have  ^en  roughly  mark^y  a ™^h^f”hc 

and  more  visible  dotted  lines,-the  character  of  the  dots  ^ing  different  in  ca^  o^nc 
four  areas.  A capital  letter  marks  each  area,  vis.  A,  the  cirole  of  ^ 
corresponding  with  the  left  apex:  B,  the  irrefpilar  ® 
limits  of  diffusion  of  aortic  murmurs,  corresponding 
and  extending  into  the  neck  .along  the  course  of  the  artenes  • 

what  diffused  area  occupied  by  tricuspid  pulmonic 

with  the  right  ventricle  ; D,  the  circumscribed  circular  area  over  which  pulmonic 

murmurs  are  commonly  heard  loudest.  . _ tt,. 

Reference  letters  :-r.  au=  right  auricle  ; .a.  o.  1^^^^ 

innominate  veins  ; V.  c.  = vena  cava  descendens  , p. —pulmonary  art  y.  . 

auricle  ; 1.  v.  = left  ventricle ; r.  v.  = right  ventricle. 


50G  PHYSICAL  EXAMINATION  OF  THE  HEART. 


Naunyn  Las  asserted  that  the  murumr  of  miti-al  re"ui’2itatio]i 
may  have  its  seat  of  intensity,  not  in  tlie  mitral  area,  as 
above  described,  but  in  the  second  interspace,  one  and  a half  or 
more  inches  to  the  left  of  the  edge  of  the  sternum,  nnd  that  it 
is  communicated  to  this  point  from  the  left  auricle  which  crops 
up  on  tlie  outer  side  of  the  pulmonary  artery.  He  attributes 
this  distribution  of  it  to  the  better  conduction  of  the  murn'mr 
along  the  course  of  the  regurgitating  blood,  and  to  the  fact 
that,  owing  to  its  dilated  condition,  the  left  auricle  comes  nearer 
to  the  surface.  Paul  Niemeyer,  Gerhardt,  and  George  Balfour 
concur  in  this  ojhnion,  but  the  question  is  still  subjudice.  Dr. 
George  Balfour  seems  to  indicate  that  in  antemic  and  chlorotic 
conditions  many  of  the  so-called  hsemic  murmurs  referred  to  the 
area  of  the  pulmonic  valve  are  in  reality  mitral,  and  their  seat 
of  intensity  is  as  described  above. 

(i!)  Ai'ea  of  ike  2)ulmonic  murmur.  Murmurs  in  the  pulmonary 
artery,  or  at  the  pulmonic  Amlves,  are  carried  to  the  ear  nearly 
over  the  seat  of  the  valves,  or  over  the  upper  part  of  the  right 
ventricle.  The  circle  D in  the  diagram  (Fig.  81)  indicates  the 
most  elevated  position  of  the  murmur,  but  it  is  frequently  heard 
more  di.stinctly  a little  lower  down.  It  coincides  in  position 
with  the  greatest  distinctness  of  the  pulmonic  second  sound  as 
contradistinguished  from  the  aortic  second  sound.  Frequently 
it  coincides  in  position  with  a certain  tactile  A'ibration  or  snaj), 
as  described  above  (see  p.  490),  accompanying  the  second  sound.. 
Pulmonic  murmurs  are  usually  very  sui^erficial,  and  therefore 
often  very  distinct,  and  apparently  near  the  ear;  they  are 
nevertheless  limited  in  their  power  of  diffusion,  being  usually 
inaudible  at  the  apex  and  also  along  the  sternum.  They  are 
never  distinctly  heard  in  the  neck  nor  in  the  course  of  the 
great  ve.ssels.  They  are  almost  invariably  “ ventricular-systolic"' 
in  rhythm,  but  “ ventriculai’-diastolic  ” murmurs  may  occur. 
(Compai'e  also  last  clause  of  last  paragraph.) 

(3)  Area  of  the  tricuspid  murmur.  This  miu-mur  is  heard  over 
the  right  ventricle  where  it  is  uncovered  by  the  lung,  i.e., 
at  the  lower  part  of  the  sternum,  and  over  the  whole  space 
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between  tins  and  the  seat  of  the  mitral  mni-mur.  It  is  nsually 
very  distinct  and  superficial  in  its  character,  little  audible,  how- 
ever, above  the  third  rib,  and  thus  distinguished  both  from  the 
pulmonic,  and  still  more  from  the  aortic  murmur.  Its  area  in 
ordinary  circumstances  is  indicated  by  the  triangular  space 
marked  C.  in  Fig.  81,  but  in  cases  of  considerable  hypertrophy 
and  dilatation  of  the  right  side  of  the  heart,  especiall}’  in  connec- 
tion with  emphysema,  the  murmur  is  heard  loudest  towards  the 
xiphoid  and  along  the  margin  of  the  sixth  or  seventh  left  costal 
cartilage.  The  rhythm  is  usually  “ventricular-systolic,”  but 
in  rare  instances  it  may  be  “ auriculai’-systolic.” 

(4)  Area  of  the  aortic  murmur.  This  murmur  is  found  not  only 
in  great  intensity  over  the  base  of  the  heart  and  the  manubrium 
sterui,  which  are  in  the  immediate  vicinity  of  the  seat  of  its 
production,  but  frequently,  and  not  less  distinctly,  along  the 
whole  line  of  the  sternum ; rather  oftener  than  otherwise,  it  is 
absolutely  louder  close  to  the  xiphoid  than  at  many  ])oiuts 
jiearer  to  its  origin.  Tliis  is  specially  true  of  the  diastolic  murmur 
(V.D.).  The  aortic  murmur  is  distinguished  from  all  the  other 
valvular  murmurs  by  being  propagated  into  the  arteries  of  the 
nock.  This  is  especially  true  of  the  obstructive  murmur,  which 
is  usually  transmitted  with  considerable  intensity ; the  regurgi- 
tant, however,  may  be  very  faint  and  almost  inaudible  thei  e. 
The  aortic  murmur  has  often  a special  distinctness  over  the 
sternal  end  of  the  second  right  costal  cartilage  (“aortic 
cartilage”).  It  is  the  most  widely-diffused  of  all  the  cardiac 
murmurs,  and  can  sometimes  be  traced  to  great  distances  along 
the  spine,  and  even  into  the  extremities.  The  area  marked 
B.  in  Fi".  81  indicates  the  seat  of  distribution  of  the  aortic 

O 

murmur.  The  murmur  may  be  “ventricular-systolic”  or 
“ ventricular-diastolic,”  usually  the}’^  are  cbmbined. 

Pericardial  Murmurs  are  frequently  i>resent  with  both 
sounds  of  the  heart,  and  when  present  with  only  one  it  is  almost 
invariably  the  first.  They  are  to  be  distinguished  in  part  by 
their  special  acoustic  character  of  friction,  gi'ating,  or  shuffling. 
In  general  terms  they  may  be  said  to  be  deficient  in  precision. 
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TABULAR  VIEW  OF  CARDIAC  VALVULAR  MURMURS. 

A.  Determine  the  Rhythm.  B.  Determine  the  Site,  or  Area  oe 

Distribution. 


Rhythm  of  Murmur. 

Causes  of  Murmur  h.aving 
such  a Rhythm. 

Diagnosis  from  Rhythm  and 
Area  combined. 

Before  first  sound 
(A.S.) 

After  first  sound 
(V.S.). 

After  second  sound 
(V.D.). 

After  second  sound 
and  running  up 
to  first  (V.D.  -)- 
A.S.). 

f Obstruction  at  the  (1)  f 
j right  or  (2)  left  auri-J 
culo-ventricular  ori-  ] 

[ fice. 

Obstruction  (1)  at  the  f 
orifice  of  the  aorta,  orj 
(2)  the  orifice  of  the  j 
pulmonary  artery. 

Regurgitation  _ (3)'\ 
through  mitral  orifice,  ( 
or  (4)  through  tricus-  f 
1,  pid  orifice.  ) 

(Regurgitation  (1)'^ 

1 through  aortic  semi-  | 
-j  lunar  valves,  or  (2)  J- 
1 through  pulmonic  i 

1.  semilunar  valves.  J 

(1)  Obstruction  at  auri-  j 

culo-ventricular  ori-s 
fices.  1 

(2)  Combination  of  OB-' 

J STRUCTION  at  one  or 

1 other  auriculo-ventri- 
cular  orifice  (A.S.  ele- 
ment), and  REGURGI- 
TATION through  the 
aortic  or  pulmonic 
L valves (V.D.element). , 

If  in  mitral  area  = obstruc- 
tion OF  mitral  orifice. 

If  in  tricuspid  area  = ob- 
struction OF  TRICUSPID 
ORIFICE  (ver3^  rare). 

If  in  aortic  area  = AORTIC 
OBSTRUCTION. 

If  in  pulmonic  area  = pul- 
monic OBSTRUCTION  (very 
rare). 

If  in  mitral  area  = mitr.vl 

REGURGITATION. 

If  in  tricuspid  area  = tri- 
cuspid REGURGITATION. 

If  in  aortic  area  = aortic 
REGURGITATIO.V. 

If  in  pulmonic  area  = PUL- 
MONIC REGURGITATION 

(very  rare). 

If  in  mitral  area  = MITR.sl 
obstruction. 

If  in  tricuspid  area  = TRI- 
CUSPID obstruction. 

If  the  two  elements  of  the  mu  >■- 
mur  have  separate  areas, 
e.g.  wiifraf  and  aortic,  this 
indicates  mitral  obstruc- 
tion AND  aortic  REGURGI- 
T.mON. 

of  rhythm,  and  especially  in  wliat  may  be  termed  accentuation. 
They  are  liable  to  change  both  in  rhythm  and  position  from 
time  to  time.  They  are  more  considerably  altered  as  to  character 
and  intensity  by  the  position  of  the  patient  than  endocardial 
murmurs,  and  they  are  also  more  considerably  and  especially 
more  essentially  altered  in  their  character  by  pressure  Avith  the 
stethoscope.  They  are  sometimes  heard  along  the  left  margin 
of  the  heart  or  at  the  apex,  but  on  the  whole  they  most  frequently 
occur  over  the  right  ventricle  and  at  the  mid-sternum,  and  are 
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not  carried  into  the  arteries  of  the  neck,  or  in  the  direction  ot 
the  xiphoid  cartilage. 

Pericardial  murmur  may  be  simulated  by  friction  sound  in 
the  pleura  on  the  bordei’s  of  the  heart.  As  a rule,  the  friction 
obeys  the  respiratory  rhythm  and  ceases  when  the  breath  is 
held,  but  in  some  instances  the  friction,  though  due  to  roughen- 
ing of  the  pleura,  is  dominated  by  the  cardiac  movements.  The 
distribution  of  the  friction,  the  absence  of  symptoms  of  cardiac 
derangement,  and  perhaps  the  2)resence  of  other  signs  ot  jdeurisy, 
may  guide  the  diagnosis. 

hlURMURS  DUE  TO  ANEURISMS  OF  THE  ArCII  OF  THE  AOKT.\, 
especially  of  the  ascending  ^lart,  are  with  difficulty  distinguished 
from  those  of  aortic  valvular  disease.  Sometimes  the  distinction 
is  imj)ossible,  or  can  only  be  arrived  at  through  the  su))eradded 
signs  of  aneuiism.  (See  2’-  510.)  Such  murmurs  are  usually 
veiitricular-systolic  (V.S.)  in  rhythm. 

An.emic  and  Functional  JMurmurs  (so  called  H.emic),  as 
heard  over  the  heai’t  and  great  vessels,  are  always  ventriculai’- 
systolic  (V.S.)  in  rhythm,  and  they  almost  always  simulate 
aortic  or  2)iiliRonic  murmurs  as  regards  their  area,  but  in  rarer 
instances  mitral.  They  are  to  be  distinguished  chiefly  from 
murmurs  of  organic  origin  by  the  circumstances  in  which  they 
occur,  and  by  the  absence  of  sym2)toms  of  valvular  disease. 

A Metallic  Echo  of  one  or  both  Cardiac  Sounds  may 
simulate  a murmur  and  may  be  produced  by  an  air-filled  cavity 
in  the  neighbourhood  of  the  heart  (tubercular  cavity  in  the 
lung,  2meumothorax,  and  the  stomach).  It  is  distinguished  by  its 
j^eculiar  hollow,  ringing,  or  booming  quality.  Reduplication  of 
ft  sound  is  a2^t  in  some  cases  to  simulate  a murmur,  es2)ecially 
when  the  reduplication  is  incomplete,  but  attention  to  details 
will  minimise  this  difficulty. 

Murmurs  in  the  Arteries.  In  almost  all  the  large  arterial 
trunks  a murmur  ventricular-systolic  (V.S.^)  in  rhythm  maj 

1 Strictly  speaking,  and  with  reference  to  absolute  accuracy  indeed,  the 
rhythm  of  an  arterial  murmur  cannot  be  indicated  in  terms  of  cardiac  deriva- 
tion at  all ; the  exact  time  of  the  arterml  murmur  prodaced  by  the  contraction 
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be  evoked  by  pressure  with  the  stethoscope.  Apart  from  this 
pressure,  however,  such  a murmur  is  often  pre.sent  in  the  sub- 
clavian arteries,  more  especially  on  the  left  side,  and  that  withoiit 
any  lesion  at  the  aortic  orifice.  It  may  be  present  in  anjemic 
conditions,  but  is  not  uncommon  in  apparently  healthy  subjects. 
If  however  there  is  a double  murmur  (V.S.  and  V.D.)  at  the 
aortic  orifice,  the  first  of  these  is  invariably  cai’ried  into  the 
vessels  of  the  neck  with  considerable  intensity,  and  in  not  a few 
instances  the  second  is  propagated  in  a similar  direction  though 
much  less  distinctly.  Duroziez  pointed  out  that  in  certain 
diseased  conditions,  especially  in  aoi’tic  insufficiency,  pressure 
•educed  not  only  a systolic  but  also  a diastolic  murmur  in  the 
arteries,  chiefly  in  the  femorals,  but  it  has  also  been  found  apart 
from  any  disease  of  the  vascular  apparatus. 

Murmurs  in  the  Veins  may  also  be  jiresent,  especially  in 
the  large  trunks  at  the  root  of  the  neck.  They  are  humming 
nr  musical  in  quality,  and  are  continuous,  and  thus  easily 
differentiated  from  arterial  murmurs  in  the  same  locality,  which 
intermit  with  the  cardiac  action.  This  venous  hum  (humming- 
top  sound  or  Bruit  de  Diable)  is  often  associated  with  im- 
poverished states  of  the  blood  (anaemia,  chlorosis,  <tc.),  but  does 
not  necessarily  indicate  disease.  The  position  of  the  patient 
is  apt  to  influence  both  the  intensity  and  quality  of  these 
miuTnurs,  the  erect  posture  generally  rendering  them  louder 
and  more  musical : inspiration  has  a similar  effect.  They  ai  e 
said  occasionally  to  intermit. 

THORACIC  ANEURISM. 

Incidental  allusions  have  been  made  in  the  preceding  pages 

of  the  ventricles,  and  the  onward  current  in  the  vessels  being  by  so  much 
later  than  the  ventricular  systole,  as  the  vessel  is  remote  from  the  heart.  A 
more  strictly  accurate  nomenclature,  therefore,  would  be  to  call  an  arterial 
murmur,  such  as  is  here  indicated,  arterial-diastoUc,  i.e.,  coincident  in  time 
with  the  expansion,  diastole,  or  pulse  of  the  individuiil  artery  examined.  In 
.some  cases  the  postponement  of  the  arterial  murmur  to  the  cardiac  impulse 
is  easily  verified,  and  the  above  term  is  not  only  apposite  and  convenient  but 
of  im.xctical  importance. 
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to  aneurism  of  the  thoracic  aorta  and  its  branches,  but  it  may 
be  well  to  indicate  a little  moi’e  in  detail  points  to  which  atten- 
tion should  be  given  in  the  investigation  of  this  subject.  The 
position  of  an  aneurism  will  vary  according  to  the  portion  of 
the  vessel  involved.  It  may  impinge  on  the  thoracic  wall  in  the 
immediate  neighbourhood  of  the  heart  or  at  almost  any  point  in 
the  upper  part  of  the  thorax,  and  aneiu-isms  of  the  innominate 
branch  of  the  aorta  may  even  reach  high  up  into  the  neck.  A 
very  frecpient  seat  of  thoracic  aneurism  is  under  the  manubrium 
sterni.  Aneurisms  of  the  ascending  arch  are  said  to  pass 
chiefly  to  the  right  of  the  sternum,  those  of  the  transvei-se  arch 
lie  as  a rule  under  the  manubrium,  while  those  of  the  descending 
arch  tend  to  the  left  side.  No  fixed  rules  can  be  laid  down  how'- 
•ever ; in  some  instances  the  pressure  signs  and  symptoms  may 
aid  us  in  determining  the  portion  involved. 

Aneurism  in  the  thorax  often  causes  a local  huUjivg  of  the 
<hest  toall,  and  when  looked  at  in  a cross  light  this  bulging  may 
be  seen  to  pulsate,  while  palpation  at  once  detects  the  heaving 
action.  If  the  aneurism  has  by  its  pressure  eroded  any  portion 
of  the  bony  structure  it  may  present  itself  as  a distinct  2iulsating 
tumour,  the  impulse  being  separable  from  that  of  the  heart  both 
by  position  and  rhythm  (the  cardiac  imp\ilse  preceding  that  of 
the  aneurism  by  an  instant),  and  if  the  tumour  is  grasped  by 
its  periphery  between  the  fingers,  the  jmUation  is  found  to  he 
expansile  or  eccentric,  and  this  is  a very  valuable  diagnostic 
point  from  glandular  tumours,  cancerous  growths,  abscesses,  ic., 
in  the  mediastinum,  which  may  simulate  aneurism  by  having 
the  heave  of  the  aorta  communicated  to  them.  In  rare  instances 
the  aneurism  may  yield  a double  impulse,  a systolic  and  a 
<liastolic;  the  latter,  or  “impulse  of  arrest,”  as  it  is  sometimes 
called,  being  generally  slight  when  present  at  all.  A distinct 
thrill  is  also  occasionally  felt,  most  frequently  in  aneurisms  near 
the  heart.  Along  with  these  signs  there  will  be  an  area  of  dull 
percussion,  which,  accoiding  to  the  size  and  position  of  the 
anemdsm,  may  be  separable  from  the  cardiac  dulness,  joined  to 
it  by  a moi'e  or  less  narrow  neck,  or  quite  continuous  with  it. 
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In  many  instances,  however,  no  distinct  pulsating  tuinoui  is 
present,  although  there  may  be  an  obscure  heave,  and  the  only 
definite  physical  signs  are  an  area  of  percussion-dulness,  more  or 
less  marked,  in  the  track  of  the  aorta,  and  certain  auscultatory 
phenomena  to  be  mentioned  immediately.  Sometimes,  indeed, 
even  tlmse  signs  are  wanting  or  very  obscure,  and  the  diagnosis 
may  rest  almost  entirely  on  other  signs  and  symptoms,  such  as 
fixed  pain,  dyspnoea,  haemoptysis,  signs  of  pressure  on  nerves 
and  veins,  displacements  of  the  trachea,  backwards  or  to  eithei 
side,  sense  of  fulness  in  the  jugular  fossa,  changes  in  the  pupils, 
pulses,  Ac.  (see  Chapter  ix.). 

The  auscultatory  signs  may  vary.  In  some  instances,  especi- 
ally where  the  tumour  involves  the  first  part  of  the  ascending 
arch,  murmurs  following  both  sounds  (V.S.  and  Y.D.)  may  be 
present,  owing  to  implication  of  the  aortic  valves.  But  inde- 
pendent of  any  such  condition,  murmurs  may  be  found  in 
aneurisms  in  any  part  of  the  thorax,  the  rhythm  being  usuallv 
“ventricular-systolic,”  or,  more  correctly,  arterial-diastolic,  as 
it  corresponds  with  the  expansion  of  the  artery.  In  many 
instances,  however,  no  murmur  is  present,  but  the  cardiac 
sounds  may  have  undergone  altei'ation,  as  heard  over  the  sus- 
pected area.  Both  sounds  may  have  become  very  distinct, 
sometimes  even  more  so  than  over  the  cardiac  region  ] the  second 
is  especially  apt  to  be  accentuated,  and  even  develops  a diSerent 
quality,  becoming  deepened  in  tone  or  “ booming,  and  this 
character  is  transmitted  into  the  vessels  of  the  neck.  This 
mere  change  in  the  second  sound  would  not  warrant  any 
dia«ynosis  of  aneurism,  as  there  are  other  conditions  which 

O • • 

induce  it  (see  p.  498).  In  aneurisiual  conditions  it  is  some- 
times wanting,  but  when  present  with  symptoms  such  as  are 
indicated  above  and  accompanied  by  an  area  of  dull  percussion 
in  the  Ime  of  the  aorta,  the  presumption  of  aneurism  becomes 
very  strong. 

Simple  dilatation  of  the  arch  of  the  aorta  may  give  rise  to 
varying  degrees  of  percussion-dulness,  chiefly  in  the  region  of 
the  mauubi  ium  sterni.  There  is,  as  a rule,  no  visible  or  tan- 
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gible  impulse  over  this  area ; but  if  the  finger  is  inserted  into 
the  jugular  fossa,  the  dilated  vessel  may  be  easily  felt,  and  its 
impulse  I’ecognised.  The  second  sound  is  usually  accentuated 
and  booming,  but  pressure  symptoms  are  as  a nile  absent. 

Signs  of  aneurism  may  present  themselves  in  the  back  of  the 
thoi’ax.  Percussion-dulness  of  limited  area,  and  close  to  the 
left  side  of  the  spine,  with  changes  in  the  cardiac  sounds  and 
symptoms  of  pressure,  as  already  indicated,  have  to  be  chiehy 
relied  on.  Indeed,  in  many  such  cases  physical  examination 
may  yield  little  information,  and  the  diagnosis  may  depend 
chiefly  on  the  symptoms. 

The  conditions  most  likely  to  simulate  aneurism  are  visible 
and  tangible  pulsation  from  the  pulmonary  artery  or  left  auricle, 
about  the  second  left  intercostal  sj)ace  (for  diagno.sis  see  p.  489), 
pulsating  empyema,  and  cancerous  tumours.  Pulsating  em- 
])yema  usually  occupies  the  normal  situation  of  the  heai  t, 
which  is  found  displaced  to  the  right,  and  communicates  its 
impulse  to  the  fluid  collection.  There  is  as  a iule  a distinct 
history  of  a pleuritic  attack,  and  it  is  unattended  by  murnmr, 
thrill,  or  alteration  in  the  cardiac  sounds.  Pulsating  cancer 
may  present  more  difficulty,  as  it  may  be  attended  by  murmur, 
and  give  rise  to  all  the  pressure  symptoms  already  indicated. 
But  cai-eful  palpation  may  detect  that  the  pulsation  is  not  so 
distinctly  expansile  as  in  aneurism,  nor  does  the  centi’e  of  pul- 
sation correspond  to  that  of  dulness.  The  glands  in  the  neigh- 
bourhood that  are  accessible  may  be  discovered  enlarged,  the 
cachexia  may  be  well  marked,  and  the  sounds  of  the  heart  over 
the  dull  area,  except  in  so  far  as  attended’  by  murmur,  do  not 
present  the  alterations  so  often  found  in  aneurismal  conditions. 


PART  III.— PHYSICAL  EXAMINATION  OF  THE  ABDOMEN. 

Anatomists  have  divided  the  abdomen  into  A arious  region.s 
by  Lines  drawn  from  certain  fixed  points,  viz.,  two  horizontal 
lines  passing  across  the  body,  the  one  at  the  loAvcst  points  of  the 
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costal  arch,  and  the  other  at  the  highest  part  of  the  iliac  crests : 
two  vertical  lines  are  drawn  down  perpendicularly  from  the  car- 
tilage of  the  eighth  rib  to  the  middle  of  Poupart’s  ligament  on 
either  side.  The  central  regions  are  the  Epigastric,  the  Um- 
bilical, and  the  Hypogastric,  and  on  either  side  of  these  the 

Right  and  Left  Hypochondriac, 
Lumbar,  and  Iliac.  (See  Fig. 
82.)  Some  clinical  observers 
have  devised  other  lines  for  these 
divisions,  but  the  diffei-ence  in 
the  regions  is  only  slight.  (See 
the  dotted  lines  in  Bright’s  Dia- 
gram, Fig.  41,  p.  360.) 

It  is  well  to  have  a general 
notion  of  what  organs  occupy 
these  regions.  In  the  right 
hypochondrium  lies  the  i-ight 
lobe  of  the  liver ; in  the  epigas- 
tric region  the  body  of  the 
stomach,  the  left  lobe  of  the 
liver,  and  behind  the  stomach 
the  pancreas  ; in  the  left  hypochondrium  the  cardiac  extremity 
of  the  stomach  and  the  spleen;  in  the  umbilical  region  the 
transverse  colon,  the  mesentery,  and  part  of  the  small  intestine ; 
in  the  right  lumbar  region  the  right  kidney  and  the  ascending 
colon ; in  the  left  lumbar  region  the  left  kidney  and  descending 
colon  ; in  the  hypogastrium  the  small  intestine  and  the  bladder 
when  distended ; in  'the  left  iliac  region  the  sigmoid  flexure ; 
and  in  the  right  iliac  region  the  “caput  caecum  coli.”  (See 
Fig.  83.) 

The  methods  employed  in  the  physical  examination  are  sim- 
ilar to  those  already  indicated  in  the  case  of  the  chest — viz., 
inspection,  palpation,  percussion,  mensuration,  and  auscultation. 
The  last  of  these  is  of  very  limited  scope  in  the  abdomen  com- 
pared with  .the  chest,  but  all  of  them  should  be  used  so  as  to 
check  each  other  at  every  step  of  the  inquiry. 


Fig.  S2.  — The  Anatomical  regions 
of  the  abdomen. 
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Before  commencing  tlie  examination  the  patient  should,  as  a 
rule,  be  laid  on  his  back,  Avith  the  shoulders  a little  raised,  and 
the  thighs  slightly  flexed  on  the  pelvis  to  relax  the  abdominal 
muscles.  He  should  be  directed  also  to  keep  his  mouth  open, 
nnd  breathe  quietly. 


Fig.  S3. — Abdominal  viKoera  in  situ.  The  omentum  h.is  been  re- 
moved : the  costal  arch  has  been  preserved.  The  capital  letters  are 
the  initials  of  the  structures  on  which  they  are  placed  :—L,  lungs  ; 
1),  dhiphr.agni ; R,  ribs;  S,  spleen;  B,  bladder.  (From  Marshall's 
Physiological  Diagi-ams.) 


INSPECTION. 

The  abdomen  being  well  exposed,  inspection  Avill  determine 
its  shape,  the  condition  of  the  superficial  jiarts,  the  respiratory 
movements,  and  any  other  movements  or  pulsations  which  may 
exist. 

In  healthy  Avomen  and  children  the  abdomen  protrudes  more 
than  in  adult  males,  in  Avhom,  in  the  recumbent  posture,  it  is 
often  someAvhat  flattened.  If  the  subject  is  fat,  the  surface  Avill 
be  free  from  marked  inequality ; but  if  the  parietes  contain 
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little  fat,  and  the  recti  muscles  are  well  developed,  they  may 
stand  out  somewhat  on  either  side  of  the  middle  line.  The 
abdomen  may  become  much  distended  from  accumulation  of  ga.s 
in  the  intestines  (see  Tympanites,  p.  535),  or  from  fluid  eflu- 
sion  into  the  peritoneum  (see  Ascites,  p.  535),  or  from  ovarian 
tumours,  See.  (see  p.  53/),  or  from  combinations  of  these,  oi 
the  bulging  may  be  local  from  tumour  of  some  of  the  solid 
organs,  or  from  undue  distexvsion  of  some  of  the  hollow  viscera, 
such  as  the  stomach  in  stricture  of  the  pylorus.  On  the  other 
hand  it  may  become  much  retracted  in  certain  cerebral  affec- 
tioixs  (tubercular  meningitis),  in  chronic  lead  poisoning,  and  iix 
cases  of  obstruction  high  up  in  the  alimentary  canal  leading  to 
inanition.  The  umbilicus  occupies  a point  about  midway,  as  a 
rule,  between  the  pubes  and  the  xiphoid,  but  is  subject  to  a 
certain  degree  of  variation,  and  in  very  young  children  is 
nearer  the  pubes.  In  the  strictly  normal  condition  it  is  de- 
pressed, but  it  may  bulge  as  in  umbilical  proti-usion,  and  in 
cases  of  ascites.  During  the  later  months  of  pregnancy,  also, 
it  becomes  prominent.  The  skin  is  normally  somewhat  darker* 
round  the  irmbilicus  than  on  other  parts  of  the  abdomen,  form- 
ing what  is  called  the  areola,”  and  this  pigmentation  becomes 
more  marked  during  the  coui*se  of  pregnancy  ; and  in  Addison’s 
disease  (see  p.  105)  it  is  a marked  feature — the  whole  surface, 
however,  being  unduly  pigmented.  In  women  “ a brown  line” 
is  sometimes  seen  extending  from  the  umbilicus  to  the  pubes, 
and  is  by  sonre  reckoned  a sign  of  pregnancy ; but  this  is  to  be 
accepted  with  reservation.  It  is  sometimes  also  found  in  males. 
In  women  who  have  born  children  the  abdominal  w*alls  are 
often  very  flaccid,  and  in  some  cases,  after  many  pregnancies, 
become  so  thin  as  to  give  the  impressioir  that  there  is  little  else 
than  a layer  of  skin  covering  the  intestines.  White  lines, 
“water  lines”  (linear  albicantes),  occur  on  the  skin  after  the 
distension  of  pregnancy,  and  after  the  absorption  of  largo 
droiJsical  effusions.  Occasionally  the  superficial  veins  are  much 
enlarged  and  tortuous,  this  condition  being  generally  asso- 
ciated with  some  obstruction  to  the  portal  circulation,  as  in 


ABDOMINAL  MOVEMENTS  AND  PULSATION.  517 

cirrhosis,  or  with  some  pressure  on,  the  inferior  vena  cava  by 
tumours.  The  abdominal  parietes  may  be  dropsical,  and  pit 
on  pressure.  This  oedema  is  always  greatest  in  the  dependent 
parts,  often  accompanied  by  fluid  effusion  into  the  cavity  of  the 
peritoneum,  and  usually  associated  with  dropsical  effusion  into 
the  cellular  tissue  of  other  parts  of  the  body.  The  abdomen  is 
frequently  the  seat  of  skin  eruptions  j some  of  the  febrile  lashes 
indeed,  as  enteric,  have  a tendency  to  appear  there  first.  All 
such  rashes,  of  course,  should  be  noted  and  described  if  picsent. 

The  degree  to  which  the  abdominal  walls  participate  in  the 
respiratory  act  is  to  be  carefully  observed.  In  quiet  respiiation 
in  males  the  abdominal  movement  is  more  marked  than  the 
thoracic ; while  in  females  the  thoracic  movement  predominates. 
The  type  in  the  male  is  thus  said  to  be  “ abdominal,”  and  in 
the  female  “thoracic.”  This  abdominal  movement  may  be  much 
restricted  in  various  conditions.  Anything  which  causes  dis- 
tension of  the  abdomen,  and  hindei’S  the  descent  of  the  dia- 
phragm, will  necessai'ily  do  so,  and  all  forms  of  abdominal 
intumescence  may  in  this  way  be  causes  of  it.  In  women  the 
respiration  is  made  more  thoracic  by  the  presence  of  such  con- 
ditions, and  pregnancy  has  necessarily  the  same  result  But 
apart  from  such  cases,  it  may  be  greatly  restricted  from  volun- 
tary eflbrt,  owing  to  the  pain  which  it  excites,  as  in  peritonitis, 
diaphragmatic  pleurisy,  or  pericarditis.  But  this  abdominal 
respiratory  movement  may  be  exaggerated  when  from  any  cause 
the  thoracic  movements  are  restricted,  and  the  chief  work  of 
the  respiratory  process  is  tlu’own  upon  the  diaphragm.  This 
is  the  case  in  large  pleui-al  effusions,  in  extensive  consolidations 
of  the  lung,  aird  in  emphysematous  and  asthmatic  conditions. 

A degree  of  pulsation  is  occasionally  visible  in  the  epigastric 
region,  and  may  be  due  to  the  heave  communicated  from  the 
norta.  It  is  most  frequently  seen  in  females,  especially  those 
who  are  thin  and  of  nervous  temperament ; it  must  not  be  con- 
founded with  the  epigastric  pulsation  communicated  from  the 
heart  (see  page  489).  But  visible  pulsation  may  exist  in  the 
nbdomen  from  aneurism  of  the  aortca  or  any  of  its  blanches  j 
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and  cancerous  or  other  tumours  may  simulate  pulsations  from 
their  lying  over  the  vessel  and  having  its  impulse  communicated 
to  them.  All  the  methods  of  inquiry  must  be  brought  to  bear  in 
the  investigation  of  such  cases.  In  subjects  in  whom  the 
stomach  or  intestines  are  much  inflated  owing  to  any  obstruc- 
tion, peristaltic  action  may  occasionally  be  seen  through  the 
abdominal  walls ; this  may  also  be  visible  in  the  extremely 
thinnetl  condition  of  the  integuments  already  referred  to. 

PALPATION 

is  a method  of  investigation  widely  apj)licable  in  abdommal 
diagnosis,  and  should  be  followed  out  with  much  detail.  The 
hands  of  the  examiner  should  not  be  cold,  as  this  is  apt  to  cause 
the  patient  to  shnnk;  and  the  palpation  should  not  be  conducted, 
at  least  in  the  first  instance,  in  a jerky  or  spasmodic  manner 
with  the  tips  of  one  or  two  fingers,  but  with  the  whole  palmar 
surface  of  them  applied  gently  but  firmly.  As  the  results  of  this 
method  of  examination  will  be  given  in  detail  under  the  various 
organs,  only  a few  general  facts  need  be  noted  here.  It  will  deter- 
mine the  state  of  the  temperature  of  the  surface,  the  presence  of 
flaccidity  or  rigidity  of  the  walls,  the  condition  of  the  abdominal 
rings,  the  degi'ee  of  resistance  at  diflerent  points,  and  whether 
parts  are  freely  moveable ; when  associated  with  percussion  it 
enables  us  to  detect  fluid  in  the  peritoneum  (see  Ascites,  p.  535). 
It  will  reveal  the  fact  of  smoothness  or  irregularity  of  the 
abdominal  oi’gans ; it  will  determine  the  presence  and  character 
of  pulsations ; and  peritoneal  friction  may  sometimes  even  be 
detected  by  it.  This  is  got  either  by  causing  the  patient  to 
breathe  forcibly  while  the  flat  of  the  hand  is  laid  over  the 
suspected  organ,  or  it  may  be  elicited  by  sliding  the  abdominal 
Avail  over  the  part  (see  p.  361).  In  the  case  of  abdominal 
tumours  palpation  will  determine  their  characters,  and  Avhether 
they  are  affected  by  res2)iration  or  not ; tumours  closely 
associated  with  the  moveable  organs  lying  beneath  the 
diaphragm  being  depressed  and  elevated  in  respiration.  Pal- 
pation may  also  determine  the  fact  of  pregnancy  by  noting 
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the  movements  of  the  foetus  in  the  uterus,  as  well  as  enabling 
us  in  certain  cases  where  the  abdomuial  walls  are  thin,  or 
in  an  extra-uterine  fcetation,  to  recognise  the  head,  feet,  or 
other  parts  of  the  child.  It  also  elicits  important  information 
as  to  the  presence  or  absence  of  pain  or  tenderness.  In  certain 
conditions  pain  is  so  acute  as  to  forbid  palpation.  This  is 
especially  (but  not  invariably)  the  case  in  acute  peritonitis, 
where  the  pain  is  often  so  exquisite  as  to  lead  the  patient  to  flex 
the  thighs  upon  the  pelvis  in  order  to  relax  the  abdominal  muscles 
and  protect  the  belly  from  the  pressure  of  the  bed-clothes.  On 
the  other  hand,  acute  pain  when  of  the  neuralgic  or  colicky  type 
is  sometimes  relieved  by  pressure.  If  tenderness  on  pressure 
exists  over  a limited  area  in  the  epigastric  region,  it  may 
point  to  the  presence  of  gastric  ulcer;  and  in  inflamed  or  suppu- 
rating conditions  of  any  of  the  organs  or  structures  in  the 
abdomen,  pain  on  pressure  is  as  a rule  a marked  featuie. 


PERCUSSION 


is  to  be  performed  in  the  manner  described  in  the  section  on  the 
physical  diagnosis  of  the  lungs.  The  note  yielded  over  the  air- 
fllled  organs  in  the  abdomen  is  tympanitic,  having  a distinct 
musical  tone  and  the  quality  of  this  note  varies  according  to 
the  size  and  degree  of  distension  of  the  organs.  The  note 
obtained  over  the  stomach  is  fuller  and  lower  in  pitch  than  that 
over  the  colon ; the  note  over  the  colon  bears  a similar  relation 
to  that  over  the  small  intestine.  It  is  by  means  of  this  change 


in  quality  that  the  different  parts  of  the  intestine  can  be  dis- 
tinguished from  each  other,  and  the  student  should  stud}  them 
in  this  light,  contrasting  the  percussion  tone  with  that  obtained 
over  a solid  organ  such  as  the  liver,  which  is  “ dull,  and  that 
obtained  over  the  lung  which  is  termed  “clear.”  Auscultatoiy 
percussion  is  sometimes  of  value  in  the  delimitation  of  air-filled 
organs  (see  p.  520). 


MENSURATION 

is  used  to  determine  the  circumference  of  the  abdomen,  the  tape 
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Ijeing  applied  at  the  most  prominent  part,  usually  a little  aboA'c 
or  below  the  umbilicus,  or  at  some  other  definite  point.  This 
gives  a datum  for  future  measurements,  and  increase  or  decrease 
can  readily  be  determined,  care  being  taken  that  the  tape  is 
applied  at  the  same  level  and  with  the  same  tension.  The 
distance  of  the  umbilicus  from  the  ensiform  cartilage  or  the 
pubes  has  occasionally  to  be  noted.  The  areas  of  percussion- 
dulness  of  the  various  organs,  whether  normal  or  abnormal, 
should  be  accurately  measured  and  stated,  and  points  to  be 
indicated  should  be  measured  from  definite  anatomical  land- 
marks such  as  the  umbilicus,  ensiform  cartilage,  iliac  spines, 
Ac.,  and  not  vaguely  referred  to  the  regions  in  which  they  lie. 

AUSCULTATION 

is  of  chief  value  in  abdominal  diagnosis  in  the  detection  of 
vascular  sounds,  whether  connected  with  abnormal  conditions 
such  as  aneurism,  uterine  tumours,  Ac.  (see  p.  639),  or  with 
normal  conditions  during  pregnancy  (for  foetal  heart,  uterine 
souffle,  (fee.,  see  p.  442).  It  is  also  applicable  in  dilatation  of 
the  stomach  to  determine  the  fact  of  succussion  (see  p.  533), 
and  occasionally  in  the  determination  of  peritoneal  friction, 
chiefly  over  the  liver.  It  may  be  used  in  the  diagnosis  of  stone 
in  the  bladder,  the  stethoscope  being  placed  above  the  pubes, 
while  the  stone  is  struck  with  the  sound.  “ Auscultatory  per- 
cussion ” is  sometimes  usetl  to  delimit  air-filled  organs,  such  as 
the  stomach.  For  this  purpose  the  observer  places  his  stetho- 
scope over  the  epigastrium  while  an  assistant  pei’cusses  from 
the  j)eriphery,  till  a point  is  reached  at  which  the  note  is  com- 
municated with  sudden  and  great  directness  to  the  listener,  and 
this  may  be  marked  as  the  confine  of  the  organ.  The  same 
method  is  pursued  all  round  the  stomach,  the  patient’s  position 
being  altered  to  allow  the  fluid  to  change  its  place,  and  the  area 
occupied  by  the  viscus  can  thus  be  majiped  out  with  tolerable 
exactitude,  if  the  note  of  the  colon  does  not  approximate  to 
that  of  the  stomach.  It  is  absolutely  necessary  to  shift  the 
2)atient  from  one  side  to  the  other  in  this  examination,  otherwise 
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■only  the  level  of  the  fluid  contained  in  the  stomach  will  be 
ascertained. 

The  most  convenient  method,  probably,  of  treating  of  abdo- 
minal diagnosis  is  to  take  up  the  principal  organs  in  detail, 
considering  them  first  in  their  normal  relations,  and  then  passing 
on  to  abnormal  conditions.  In  such  an  arrangement  the  liver 
naturally  claims  attention  first. 

LIVER. 

In  the  section  devoted  to  the  physical  examination  of  the 
lungs,  it  was  noticed  that  the  pulmonary  percussion  was 
bounded  infeilorly  all  round  the  right  side  by  the  upper  mar- 
gin of  hepatic  dulness.  In  order  to  define  this  margin,  the 
percu.ssion  should  be  carried  from  the  clear  pulmonary  area 
down  on  to  the  dull  liver,  using  a Ivjht  stroke,  and  at  a 
])oint  one  inch  and  a half  or  two  inches  below  the  right 
nipple,  a change  will  be  perceived  in  the  note,  as  well  as 
in  the  sense  of  resistance,  and  this  indicates  the  spot  at 
which  the  lung  ceases  to  overlap  the  liver.  This  is  the 
boundary  of  “ absolute  ” dulness  ; the  deep  or  “ relative  dul- 
ness which  indicates  the  highest  point  to  which  the  liver 
iiscends  under  the  diaphragm  is  at  a considerably  higher  level 
than  this,  and  is  got  with  strong  percussion  peiformed  during 
expiration.  The  description  here  given  will  apply  to  the  super- 
ficial, or  absolute  dulness.  The  upper  border  is  followed  into 
the  cardiac  dulness  in  almost  a straight  line — there  being,  how- 
evei’,  a tendency  for  it  to  descend  a little  towards  the  inner 
extremity,  where  it  joins  the  precordial  dulness  on  a level  with 
the  base  of  the  ensiform  cartilage.  It  is  then  extended  in  the 
lateral  region  and  the  back,  and  will  be  found  to  descend  some- 
what as  it  neai’s  the  spine,  usiially  at  the  tenth  or  eleventh  dorsal 
vertebra.  Having  marked  this  upper  limit  of  percussion  with 
ink  or  otherwise,  the  lower  margin  will  next  engage  attention, 
the  percussing  stroke  being  carried  up  from  the  tympaiiitic 
intestine.  This  lower  margin  in  the  I’ight  mammary  line  will 
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Be  found,  to  coincide  pretty  exactly  witli  the  margin  of  the  ribs;, 
in  the  axillary  line  it  corresponds  to  about  the  tenth  inter- 
costal space,  and  it  crosses  the  epigastrium  at  a level  of  about 
two  inches  below  the  xiphoid,  and  joins  the  left  margin  of  the 
cardiac  dulness.  The  left  lobe  of  the  organ  can  thus  be  felt  in 
the  epigastrium,  giving  a sense  of  increased  resistance ; but,  as 
a rule,  its  lower  edge  cannot  be  strictly  defined  by  palpation. 

The  average  extent  of  hepatic  dulness,  according  to  this  mode 
of  percussion,  in  a healthy  adult  of  medium  size  is  from  2^ 
to  3 inches  in  the  mesial  line  of  sternum,  4 inches  in  the  line  of 
the  nipple,  and  or  5 inches  in  the  axillary  line. 

It  must  be  remembered  that  these  limits,  which  presuppose 
the  recumbent  posture,  may  alter  to  some  extent  on  the  patient’s 
assuming  the  erect  attitude,  and  in  certain  conditions  of  re- 
spiration. Thus,  on  deep  inspiration,  the  whole  organ  is  some- 
what depressed,  and  its  \ipper  limit  overlapped  to  a gi-eater 
extent  by  the  lung.  The  student  should  be  careful  to  appre- 
ciate these  changes.  In  children  in  whom  the  liver  is  naturally 
large,  the  upper  margin  of  dulness  may  approximate  to  the 
nipple,  and  the  lower  descend  somewhat  beneath  the  costal 
arch  ; and  there  are  various  deformities  of  the  chest,  such  as 
those  induced  by  rickets,  emphysema,  and  tight  lacing,  which 
tend  to  throw  the  organ  to  a greater  or  less  extent  from  under 
the  cover  of  the  ribs,  and  so  simulate  enlargement.  Congenital 
malformations  of  the  oi’gan  may  also  be  present. 

The  demarcation  of  the  lower  edge  of  the  liver  .should  never 
be  considered  as  settled  from  a single  examination,  as  there  are 
various  conditions  which  temporarily  aftect  it.  Thus,  if  the- 
stomach  and  intestines  are  distended  with  gas,  they  may  con- 
ceal the  lower  edge,  and  the  area  of  dulness  may  appear 
diminished.  Again,  if  the  examination  is  made  after  a full 
meal,  the  dull  percussion  from  the  stomach  may  mask  the 
lower  edge  of  hepatic  dulness  ; or  there  may  be  accumulation  of 
faeces  in  the  colon  having  a similar  effect.  In  cases  of  thickened 
omentum  also,  where  the  recti  muscles  are  very  rigid,  or  where 
there  is  dropsy  of  the  abdominal  wall  or  of  the  peritoneum,  the 


DISPLACEMENT  OF  LIVER. 


exact  determination  of  the  lower  edge  may  be  very  difficult  or 
even  impossible. 

Large  abdominal  tumours,  by  their  pressure  upwards,  will 
tend  to  push  the  liver  further  under  the  ribs,  and  so  raise  both 
its  upper  and  lower  limits  of  percussion ; while  pleural  efiusions 


Fig.  84. — Displacement  of  cardiac  and  hepatic  dulness  in  emphysema 
ol  the  lungs.  (Weil.) 


of  air  or  fluid,  marked  emphysema  of  the  lungs,  tumours  in  the- 
chest,  and  enlargements  of  the  heart,  will  depress  the  organ 
into  the  abdomen.  The  diagnosis  in  such  cases  must  be  guided 
by  the  history  and  other  physical  signs. 
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The  size  of  the  liver  is  liable  to  vary  to  some  extent  even  in 
health  under  the  influence  of  diet ; but  this  is  only  a temporary 
fact.  In  all  cases  where  the  liver  is  permanently  increased  in 
bulk,  the  enlargement  is,  as  a rule,  chiefly  in  the  downward 
direction — the  liver  projecting  beyond  the  ribs,  and  palpation 
becoming  a valuable  means  of  diagnosis. 

The  student  must  be  careful  to  distinguish  enlargement  from 
displacement  of  the  organ.  The  distinctionin  cases  of  emphysema, 
tight-lacing,  or  rickety  or  other  deformities  of  the  chest,  lies  in  the 
fact  that  ill  the  displacement  the  upper  level  of  hepatic  dulness 
will  be  found  to  be  lowered  to  a greater  or  less  extent  accord- 
ing to  the  degree  of  projection  from  under  the  ribs  (see  Fig.  84); 
whereas,  in  enlargement,  the  upper  limit  of  dulness  maintains 
its  position,  and  in  some  instances  is  even  on  a higher  level, 
aipproximating  to  the  nipple.  When,  however,  the  displacement 
is  due  to  right  pleural  efiiision,  the  distinction  may  be  less 
■easily  drawn,  as  the  upper  border  of  liver  dulness  is  merged  in 
that  of  the  eflTusion ; but  the  history,  symptoms,  and  other 
physical  signs  will  usually  give  the  key  to  the  condition.  In 
pericardial  effusion,  hypertrophy  of  the  heart,  and  left  pleural 
•effusion,  the  left  lobe  is  the  part  chiefly  depressed,  and,  as  the 
upper  limit  of  the  right  is  not  much  affected,  there  is  not  the 
same  liability  to  fallacy  as  in  pleui’al  effusion  on  the  right  side. 
(Compare  Figs.  72  and  73,  pp.  494  and  495.) 

The  enlargement  of  the  liver  may  affect  the  whole  organ  uni- 
formly,  or  it  may  he  localised,  and  it  may  be  moderate  in  extent, 
or  fill  the  whole  abdomen.  When  the  liver  is  uniformly  en- 
larged, the  outline  of  the  organ  is  not  materially  altered.  The 
percussion  of  its  limits  should  be  followed  out,  and  palpation 
should  always  be  brought  to  test  the  lower  margin ; in  not  a 
few  instances  it  wfill  be  found  that  the  lower  edge  can  be  felt  to 
})roject  to  a quite  decided  extent  beyond  the  limit  of  percussion- 
dulness.  This  is  especially  the  case  in  fluid  effusion,  and,  to 
detect  the  lower  edge  in  such  instances,  it  is  frequently  necessary 
to  pursue  palpation  in  a different  method  from  that  indicated 
in  the  commencement  of  this  section.  It  has  to  be  done  with 
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the  tips  of  the  fingers,  suddenly  and  strongly,  in  order  to  pene- 
trate to  the  liver.  It  is  often  possible  also  in  uniform  enlargement, 
to  map  out  the  notch  of  the  liver,  which  will  be  found  some- 
what near  the  mesial  line  of  the  abdomen,  and  it  may  be 
{^ppi'gciable  not  only  by  palpation,  but  as  a suicdl  baj  of  cleai 
percussion  penetrating  the  line  of  dulness.  In  some  instances, 
also,  where  the  fissure  of  the  gall-bladder  is  well  marked,  it 
can  be  detected,  though  with  nothing  like  the  frequency  of  the 
notch.  In  ascites  the  percussion  of  the  lower  edge  of  the  liver 
cannot  be  depended  on,  and  palpation  has  to  be  chiefly  used  in 
the  delimitation  of  it.  In  uniform  enlargement  the  upper  limit 
of  dull  percussion  approaches  the  nipple  level;  and  when  the 
increase  in  size  is  considerable,  it  is  often  possible,  by  applj-ing 
the  one  hand  in  front  and  the  other  in  the  lumbar  region  be- 
hind, to  grasp  the  organ  and  communicate  a sense  of  impact 
from  the  one  hand  to  the  other. 

Density,  Smoothness,  and  Irregularity. — The  hepatic  region 
in  cases  of  enlargement  can  often  be  seen  distinctly  bulged, 
and,  on  applying  the  hand  over  the  part  that  projects,  the 
sense  of  resistance  and  the  fact  of  smoothness  or  irregularity 
of  the  surface  will  be  recognised.  If  the  organ  is  smooth,  uni- 
formly enlarged,  dense  and  resistant,  it  is  most  probably  either 
amyloid,  fatty,  congested,  or  the  seat  of  simple  hypertrophy,  as 
in  leukiemia;  the  amyloid  condition  is,  as  a rule,  the  most 
dense,  and  often  associated  with  enlargement  of  the  spleen  and 
albuminuria.  If,  on  the  contrary,  the  surface  of  the  organ  is 
iiTCgidar,  nodules  of  varying  size  existing  on  its  surface,  an<l  in 
some  instances  projecting  beyond  its  lower  edge,  and  especially 
if  some  of  these  nodules  can  be  felt  to  be  depressed  or  umbili- 
cated  in  the  centre,  and  palpation  elicits  a degree  of  pain  oi 
tenderness,  then  there  is  strong  ground  for  the  suspicion  of 
cancerous  disease  of  the  liver.  If,  however,  the  uTegularities 
on  the  surface  are  small,  and  associated  Avith  symptoms  of 
obstruction  to  the  portal  system,  such  as  ascites,  hjemorrhage 
from  the  stomach  or  bowels,  <kc.,  then  it  may  be  a case  of  cii- 
rhosis,  or  “ gin  drinker’s  liver,”  although  this  disease  is  not,  as  a 
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rule,  attended  by  enlargement,  but  rather  atrophy.  Uniform 
enlargement  is  apt  to  occur  in  all  cases  in  which  there  is  obstruc- 
tion to  the  systemic  circulation  ; and  so  in  diseases  of  the  heart, 
especially  of  the  right  side,  it  is  a very  frequent  fact,  the  con- 
stant congestion  of  tlie  portal  system  giving  rise  to  it.  This 
may  also  occur  from  persistent  dietetic  excesses. 

But  the  enlargement  may  not  be  uniform,  but  only  involve 
one  or  other  lobe.  This  is  especially  the  case  in  hydatid  disease 
and  tropical  abscess.  In  both  these  cases  a distinct  tumour 
often  exists,  and  if  it  lies  near  the  surface,  fluctuation,  or  at 
least  a sense  of  elasticity  can  be  felt,  and  in  the  case  of  the 
hydatid  disease  on  percussion  there  is  sometimes  detected  a 
sense  of  tremor  called  “ hydatid  fremitus.”  This  is  elicited  by 
laying  three  fingers  over  the  seat  of  greatest  distension  and 
percussing  strongly  over  the  middle  finger.  The  affections  arc 
differentiated  by  the  grave  constitutional  symjDtoms  and  local 
tenderness  in  the  case  of  abscess,  and  the  almost  total  immunity 
from  them  in  the  case  of  hydatid  disease. 

With  or  without  enlargement  of  the  liver  there  may  be  pre- 
sent a projection  of  dull  percussion  and  increased  resistance 
from  its  under  surface.  If  this  arises  from  the  region  of  the  gall- 
bladder, if  it  conveys  the  sense  of  fluctuation  or  elasticity,  and 
is  pyriform  in  shape  and  tender  to  pressure,  it  is  most  probably 
the  gall-bladder  enlarged  from  obstruction  to  its  duct.  In 
some  instances  gall-stones  are  also  present  in  the  sac,  and 
crepitation  may  be  elicited  sometimes  from  the  nibbing  of  these 
on  each  other.  A history  of  hepatic  colic,  and  perhaps  even 
the  passage  of  gall-stones,  may  seiu'e  to  throw  light  on  the 
case.  (See  Chapter  xii.,  on  Jaundice,  p.  349.) 

Diminution  in  the  size  of  the  liver  can  never  be  so  certainly 
stated  as  enlargement,  as  the  area  of  hepatic  dulness  is  apt  to 
be  much  encroached  on  by  emphysematous  lungs  or  distended 
intestine.  But  actual  diminution  in  size  may  take  place.  This 
is  especially  the  case  in  cirrhosis  and  other  forms  of  chronic 
■atropliy  and  in  acute  yellow  atrophy  of  the  liver.  This  latter 
•condition  is  very  rare,  acute  in  its  course,  and  associated  with 
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symptoms  of  great  vital  depression,  and  tlie  atrophy  may  bo 
extreme.  It  occurs  chiefly  in  females,  and  pregnancy  is  a 
predisposing  cause.  In  cirrhosis  the  ati-ophy  is  not  extreme,  it 
is  not  acute  in  its  course,  and  there  is  often  a histoiy  of  spirit 
drinking. 

The  presence  or  absence  of  pain  or  tenderness  in  diseases  of  the 
liver  must  be  investigated.  oMurchison  makes  it  the  ground 
for  his  division  of  enlargements  of  the  liver  into  “ painful  ” and 
“ painless.”  Among  the  “ painless  ” Ave  have  the  so-called 
amyloid  liver,  the  fatty  liver,  hydatid  tumour  of  the  liver,  and 
simple  hypertroj)hy.  Among  the  “painful”  Ave  liaA'e  conges- 
tion, catarrh  of  the  bile-ducts,  insterstitial  hejjatitis,  ])yiemic 
abscess,  tropical  abscess,  and  cancer.  He  also  remarks  that 
painless  enlargements  are  characterised  by  an  absence  of  jaun- 
dice and  ascites,  and  by  a chronic  course,  but  in  painful  enlarge- 
ments jaundice  and  ascites  are  common  symptoms,  and  the  pro- 
gi-ess  is  more  rapid. 


SPLEES. 

In  the  normal  subject  the  spleen  can  be  detected  by  percus- 
sion only,  as  it  lies  quite  under  cover  of  the  ribs  in  the  left 
hypochondrium,  its  convex  surface  coiTesponding  Avith  the  9th, 
10th,  and  11th  ribs.  Prior  to  attempting  its  delimitation,  it  is 
Avell  to  determine  the  percussion  of  a line  passing  from  the  left 
axilla  downAvards  and  iiiAvards  to  the  umbilicus.  This  line  Aviil 
necessarily  be  oblique,  and  if  required  it  may  be  curved  to  carry 
it  outside  the  areas  of  cardiac  and  hepatic  dulness,  both  of  Avhich 
should  be  defined  before  attempting  the  percussion  of  the  spleen. 
This  line  Avill  be  found  to  be  more  or  less  resonant  throughout ; 
in  its  upper  part  pulmonary  resonance  is  obtained ; and  then 
passing  across  stomach,  colon,  and  small  intestines,  the  differ- 
ences in  the  tympanitic  note  of  these  organs  may  be  more  or 
less  distinctly  realised.  The  presence  of  such  a resonant  line 
removes  A’arious  sources  of  fallacy  from  pleuritic  or  pericardial 
effusions,  pulmonary  condensations,  enlargement  of  the  left  lobe 
of  the  livei*,  fluid  or  solid  accumulation  in  the  stomach,  <tc- 
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Having  determined  this  line,  light  percussion  should  be  made 
backwards  and  downwards  from  it  towards  the  splenic  region,, 
till  a change  in  the  note  is  discovered;  the  percussion  should 
then  be  carried  down  from  Hie  axilla  on  to  the  upper  margin 
of  spleen,  or  rather  to  the  point  where  the  lung  ceases  to  over- 
lap the  organ;  and  percussing  upwards  from  the  tympanic 
abdomen  into  the  hypochondrium,  the  lower  border  will  be 
found  normally  inside  the  costal  arch.  The  posterior  mai-gin 
cannot  be  indicated  with  any  degree  of  certainty.  In  the 
average  subject  this  ai'ea  of  dulness  will  measure  from  two 
to  three  inches  in  the  oblique  diameter,  but  this  dulness  varies- 
greatly  even  in  normal  conditions,  and  slight  decrease  or  in- 
crease in  its  size  can  never  be  confidently  stated. 

Enlargement  of  the  spleen  is,  as  a rule,  almost  entirely  down- 
wards and  forwards,  unless  it  is  very  firmly  bound  by  adhesions 
to  the  diaphragm.  Considerable  enlargement  may  take  place^ 
and  may  be  detected  by  percussion  alone,  unaided  by  palpation, 
as  the  organ  lies  so  much  inside  the  mai’gin  of  the  ribs  as  to 
admit  of  considerable  increase  in  bulk  before  it  projects  from 
under  the  costal  margin.  Even  in  such  cases,  however,  it  is 
often  possible  by  pressing  the  fingers  well  up  under  the  costal 
arch  to  make  out  a sense  of  tumour  or  increased  resistance. 
But  percussion  plays  the  principal  part  in  the  diagnosis.  When, 
however,  the  organ  passes  below  the  ribs,  palpation  becomes  of 
prime  importance,  and  with  one  hand  in  front  and  the  other 
behind,  the  oi’gan  can  be  grasped  and  tilted  backwards  and  for- 
wards. The  enlargement  may  be  so  great  as  to  fill  the  whole 
left  side  of  the  abdomen  down  even  to  the  pubes,  and  the  fact 
of  its  being  spleen  may  be  somewhat  obscure,  but  if  the  enlarge- 
ment is  moderate  thei*e  is  usually  little  difficulty  in  determining 
the  organ  involved.  A tumour  arising  from  the  left  hypochon- 
drium, which  is  superficial  and  mobile,  with  I’ather  blunt  edges, 
and  with  a notch  in  its  anterior  border,  can  hardly  be  anything 
else  than  spleen.  The  most  likely  soiirces  of  fallacy  are  enlarged 
or  floating  kidney,  and  fajcal  accumulations  in  the  splenic  flex- 
ure of  the  colon. 
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Tliere  are  certain  conditions  in  which  palpation  can  detect 
the  spleen  when  not  enlarged  but  displaced.  In  certain  de- 


Tig.  85. — Various  dcjifrees  of  enlargement  of  the  spleen.  The  lines  indi- 
cative of  splenic  enlargement  are  copied  exacti}'  from  Weil,  but  the 
percussion  limits  of  the  heart  and  liver  have  been  somewhat  modified. 

formities  of  the  chest,  as  in  rickets,  the  spleen  may  be  thrown 
to  a greater  or  less  extent  from  under  cover  of  the  ribs,  in  the 
same  way  as  the  liver.  In  like  manner  large  pleural  effusions 
in  the  left  side  of  the  chest  will  depress  the  spleen  and  bring  it 
within  the  reach  of  palpation. 

In  emphysematous  states  of  the  lungs,  or  great  distension  of 
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the  intestines  with  gas,  the  splenic  dulness  may  be  much 
encroached  on  and  thus  appear  dimininished. 

Cannes  of  enlargement. — Enlarged  spleen  may  arise  from 
passive  congestion,  from  obstruction  to  the  portal  system  in 
cirrhosis  of  the  liver;  active  congestion,  as  in  certain  fevers 
(especially  enteric  and  relapsing),  and  above  all  in  ague;  and  the 
constantly  recurring  congestion  in  this  last  afiection  may  lead 
ultimately  to  chronic  enlargement  (“ague  cake”).  But  the 
increase  in  volume  may  be  due  to  splenic  leukasinia,  the  dia- 
gnosis being  aided  by  the  discovery  of  increase  in  the  white 
blood  corpuscles ; or  it  may  be  from  amyloid  disease,  in  which 
case  the  liver  will  most  probably  also  be  enlarged,  and  the  urine 
will  usually  be  found  to  contain  albumen  from  a similar  condi- 
tion in  the  kidney.  Colloid  cancer,  inflammation,  and  in  very 
rai-e  cases,  abscess  of  the  spleen  may  also  lead  to  enlargement. 
Embolism  of  the  spleen  may  lead  to  considerable  enlargement, 
and  in  such  cases  friction  may  sometimes  be  detected  over  the 
organ  in  the  early  stage ; in  young  children  of  rachitic  habit 
the  organ  is  sometimes  considerably  enlai’ged  as  well  as  dis- 
placed. 

THE  KIDNEYS 

lie  so  deep  in  the  lumbar  region,  and  in  such  close  proximity 
to  solid  structures,  that  they  cannot  often  be  marked  out  by 
percussion  in  the  natural  condition  with  anything  like  accuracy . 
The  patient  should  be  laid  flat  on  his  face,  with  all  the  lumbar 
muscles  well  relaxed  ; the  tympanitic  note  of  the  colon  is  realised, 
and  the  percussion  carried  backward  to  the  anterior  edge  of  the 
kidney.  The  upper  edge  is  approached  in  a like  manner,  and 
is  usually  situated  on  a level  with  the  first  or  second  lumbar 
vertebra,  and  the  antei’ior  edge  from  3 to  4 inches  from  the 
spine.  It  is  to  be  remembered,  however,  that  one  or  other 
kidney  may  be  absent  altogether,  or  atrophied  from  calculus,  or 
may  occupy  some  other  position.  Slight  degrees  of  enlarge- 
ment cannot  be  determined  by  palpation  and  percussion,  especiallj- 
if  the  patient  is  fat  and  the  abdominal  walls  resistant ; and  in 
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most  cases,  indeed,  the  physical  examination  of  the  kidney  is 
quite  secondary  to  the  careful  examination  of  the  urine.  There 
are  cases,  however,  in  which  positive  results  can  be  got.  Thus 
in  cystic  disease,  or  Hydro-  or  Pyo-nephrosis,  increased  dull 
percussion  and  sense  of  tumour,  or  at  least  resistance,  can  be 
made  out.  The  way  to- detect  this  increased  resistance,  or  sense 
of  weight  in  the  flanks,  is  to  lay  the  patient  flat  on  his  back 
with  the  muscles  quite  relaxed;  we  then  apply  a hand  to  either 
lumbar  region,  and  weigh  the  one  against  the  otlier,  when,  if 
the  case  is  at  all  well  marked,  there  will  be  little  difficulty  in 
flxing  on  the  heavier  or  more  resistant.  Sometimes,  also,  thei’e 
may  be  distinct  bulging.  Having  determined  this,  the  affected 
flank  is  gras2:)ed  between  the  two  hands,  one  in  front  and  one 
behind,  and  sometimes  the  enlarged  kidney  can  be  felt,  and  the 
sense  of  impact  made  out  on  moving  it  from  the  one  hand  to  the 
other.  In  cases  of  cystic  disease,  or  Hydro-  or  Pyo-nephrosis, 
the  organ  may  be  gi’eatly  distended,  distinctly  fluctuant,  or  at 
least  elastic,  and  it  might  be  confounded  with  ovarian  cyst, 
hydatid  disease,  or  lumbar  abscess;  but  its  renal  nature  can 
usually  be  made  out,  and  there  may  be  elements  in  the  urine  to 
guide  the  diagnosis.  If  it  is  fi-om  calculus  in  the  uretei',  perhaps 
there  may  be  a former  history  of  a like  tumour  relieved  by  a 
sudden  and  large  discharge  of  urine,  and  symptoms  of  renal  colic 
may  have  jireceded  the  formation  of  the  tumour.  In  Pyo- 
nephrosis, also,  it  sometimes  hapjiens  that  there  is  a history  of 
a similar  large  discharge  of  i)us,  with  subsidence  of  the  tumour ; 
or  at  least  variations  in  the  quantity  of  pus  excreted  in  the 
urine  may  occur,  and  this  may  guide  the  diagnosis.  The  kidney 
may  also  be  enlarged  from  cancerous,  sarcomatous,  or  hydatid 
disease.  Perinephritic  abscess  may  simulate  renal  tumour,  but 
can  be  usually  distinguished  on  account  of  its  afiecting  the 
psoas  muscle  as  indicated  by  flexion  of  the  thigh  on  the  pelvis. 
The  kidney  may  become  disjflaced.  Floating  kidney  is  not 
always  easy  of  diagnosis,  but  if  there  is  an  abdominal  tumour 
in  the  umbilical  region,  smooth,  ovoid,  presenting  the  characters 
of  the  kidney,  freely  moveable,  capable  of  being  rej)laced  into 
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one  or  other  renal  region,  tender  to  pressure,  but  unattended 
by  serious  constitutional  disturbance,  then  the  suspicion  of 
floating  kidney  should  be  entertained ; this  is  all  the  more 
likely  if  we  can  determine  the  absence  of  either  kidney  in  the 
lumbar  region. 


PANCREAS. 

In  the  healthy  condition,  physical  diagnosis  fails  to  detect 
the  pancreas,  or  at  least  to  give  data  of  any  importance  ; but 
when  it  is  the  seat  of  disease  (chiefly  cancerous),  and  the  patient 
is  emaciated,  it  may  come  to  present  a palpable  tumour,  lying 
across  the  upper  part  of  the  abdomen,  chiefly  in  the  epigas- 
trium, very  deep,  and  often  receiving  an  impulse  from  the 
aorta  or  superior  mesenteric  artery.  It  is  likely  to  be  con- 
founded with  aneurism,  but  the  pulsation  may  be  determined 
to  be  not  expansile,  being  simply  a heave  communicated  to  the 
tumour  from  the  vessel.  It  may  also  be  confused  with  other 
deep  tumours,  and  in  such  cases  the  diagnosis  can  only  be 
inferential.  Tumours  in  the  stomach  may  also  be  mistaken  for 
it,  but  these  are  usually  more  superficial,  more  mobile,  and  often 
obey  the  respiratory  movements  of  the  diaphragm.  The  appear- 
ance of  fatty  matters  in  the  stools  is  presumptive  evidence  of 
disease  of  the  pancreas.  Jaundice  may  be  present  in  some 
cases  of  disease  of  the  head  of  the  panci’cas  from  pi’essure  on 
the  bile-duct. 


THE  STOMACH 

will  usually  be  found  to  occupy  the  epigastric  and  part  of  the 
left  hypochondriac  regions,  but  its  position  is  subject  to  great 
variation  according  to  its  state  of  distension  and  the  condition 
of  surrounding  organs,  its  mobility  allowing  of  much  displace- 
ment. If  the  left  lobe  of  the  liver  is  enlarged,  the  stomach  may 
be  pushed  down  into  the  umbilical  region ; and  owing  to  ascites, 
abdominal  tumours,  Ac.,  it  may  be  pushed  up  so  as  to  lie  much 
under  the  cover  of  the  ribs.  In  retraction  of  the  left  lung  in 
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plithisis,  it  may  be  dragged  iip  into  the  left  lateral  region,  and 
in  extreme  cases  may  be  found  high  up  in  the  axilla. 

The  stomach  may  become  enormously  distended.  This  most 
frequently  happens  in  stricture  of  the  pylorus  (simple  or 
malignant).  The  distended  organ  may  fill  almost  the  whole 
abdomen,  and  even  encroach  to  some  extent  on  the  chest, 
especially  the  left  side,  but  the  distension  is,  as  a rule,  dis- 
tinctly related  to  the  epigastric  region.  The  peristaltic  action 
may  sometimes  be  observed  through  the  abdominal  wall,  and 
the  examination  of  the  vomited  matters  may  aid  in  determining 
the  existence  of  dilatation.  (See  p.  326.)  The  percussion  note 
is  highly  tympanitic,  and  the  organ  can  genemlly  be  pretty 
accurately  mapped  out,  if  the  method  of  auscultatory  percussion, 
already  described  (see  p.  520),  is  employed.  As  there  is  usually 
fluid  as  well  as  air  in  the  organ,  change  in  position  may  alter  the 
percussion  limits.  Thus,  if  the  patient  is  laid  on  his  left  side, 
the  fluid  will  gravitate  into  the  “ cul  de  sac.”  This  fluid  level 
should  be  cai’efully  determined  and  marke<l  in  ink,  and  the  patient 
laid  on  his  back  or  left  side,  when  the  dull  area  will  become  tym- 
panitic, and  the  dulness  will  shift  to  the  dependent  portion.  If 
the  patient  is  placed  on  his  hands  and  knee.s,  the  dulness  will  be 
transferred  to  the  front,  and  the  lateral  regions  will  be  clear.  If 
the  hands  are  placed  on  either  side  of  the  distended  organ,  and 
the  patient  shaken,  the  fluid  will  be  felt  dashing  from  the  one 
side  to  the  other,  and  the  splashing  sound  is  often  audible  to 
the  bystander ; while,  if  auscultation  is  employed,  Hippocratic 
succussion  and  its  metallic  phenomena  are  well  heard.  If  the 
quantity  of  fluid  in  the  stomach  is  considerable,  and  the  fingers 
are  depressed  suddenly  and  shai'ply  into  the  epigasti'ic  region, 
a sense  of  their  passage  into  fluid  is  sometimes  appai'ent. 

As  distended  stomach  often  depends  on  obstruction  at  the 
pylorus,  palpation  should  be  employed  to  see  if  any  undue 
hai’dness,  resistance,  or  tumour  exists  in  that  region.  The 
pvloric  orifice  in  such  cases  does  not  always  maintain  its 
normal  position ; it  may  be  displaced  to  a great  extent,  but 
will  generally  be  found  somewhat  to  the  right  of  the  mesial 
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line,  and  in  the  upper  part  of  the  abdomen.  If  cancerous 
disease  of  the  pylorus  exists,  pain  on  palpation  is  usxially  com- 
plained of.  Distension  of  the  stomach  may,  however,  be  due 
to  atony  of  the  muscular  coat. 

But  the  tympanitic  note  over  the  stomach  may  be  replaced  by 
dulness.  This  may  be  quite  absolute  to  superficial  percussion, 
but  on  a stronger  stroke  being  employed  a trace  of  the  tym- 
panitic quality  may  still  be  found.  Associated  with  this  there 
may  be  distinct  resistance  and  hardness  on  palpation,  the  pres- 
sure at  the  same  time  causing  pain.  These  conditions  are 
chiefly  due  to  tumour  of  the  body  of  the  stomach  usually 
cancerous  in  its  nature.  Pain  on  pressure  over  the  stomach, 
however,  limited  in  its  area,  and  unassociated  with  dull  percus- 
sion or  inci’eased  resistance,  may  be  due  to  simple  gastric  ulcer. 
The  diagnosis  must  rest  on  the  symptoms. 

THE  INTESTINES 

occupy  the  greater  part  of  the  abdomen.  The  small  intestines  lie 
in  the  lower  and  front  part  of  the  cavity.  The  transvei’se  colon 
crosses  the  upp»er  part  of  the  umbilical  region,  and  the  descending 
and  ascending  colon  occupy  the  posterior  parts  of  the  lumbar  re- 
gions. The  “caput  caecum  coli”  lies  in  the  right,  and  the  sigmoid 
flexure  in  the  left,  iliac  region,  but  the  latter  is  usually  over- 
lapped to  some  extent  by  the  small  intestine.  Over  the  intestine 
the  note  is  tympanitic,  but  it  varies  in  its  quality  according  to 
the  size  and  state  of  distension  of  the  part.  Normally  the  colon 
has  the  deeper  and  fuller  note.  Areas  of  local  duhiess  may 
present  themselves  at  any  part,  depending  on  accumulation  of 
faeces  or  other  substances  in  the  intestines,  tumours  of  the 
intestine,  or  of  the  glands,  or  of  some  of  the  other  viscera 
in  the  abdomen ; or  the  whole  area  of  intestinal  pei'cussion 
may  become  more  or  less  dull  owing  to  morbid  deposits  in  the 
peritoneum  and  omentum  (tubercular  or  cancerous  peritonitis), 
large  tumours  of  the  solid  organs,  effusion  of  fluid  into  the 
peritoneum,  (fee.  On  the  other  hand  the  intestines  may  become 
much  inflated  with  gas  and  render  the  abdomen  large,  prominent. 
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and  unduly  tympanitic,  constituting  what  is  known  as  “ Tym- 
panites.” This  condition  arises  in  many  instances  from  ob- 
struction in  some  part  of  the  canal  (intussusceptio,  hei’nia, 
constriction  from  bands  of  lymph,  twists  in  the  gut,  inflammation 
in  its  walls,  accumulation  of  fjeces  or  foreign  bodies,  cicatrisation 
of  ulcers,  strictures  simple  or  cancerous,  Ac.)  In  many  cases, 
however,  it  is  quite  independent  of  obstimction,  being  often  found 
in  acute  peritonitis,  in  hysterical  patients,  in  cases  of  dyspepsia 
where  the  digestive  powers  are  feeble,  in  enteric  fever,  and  in 
spinal  lesions  where  there  is  atony  of  the  muscular  fibre  of  the 
tube.  In  cei-tain  very  rare  cases  the  tympanites  may  arise  from 
accumulation  of  gas  in  the  peritoneal  cavity. 

In  tympanites  the  abdomen  is  well  projected  in  front, 
spherical,  everywhere  unduly  resonant  (unless  the  distension  is 
extreme  when  it  may  become  somewhat  dull),  and  the  coils  of 
intestine  may  be  defined  through  the  abdominal  walls,  and 
peristaltic  action  observed  in  them.  If  the  distension  depends 
on  obstruction  the  degree  and  distribution  of  the  tympanites 
may  to  a certain  extent  guide  the  observer  to  the  seat  of  lesion. 
If  it  is  low  down  (in  the  rectum  or  sigmoid  flexure)  the  disten- 
sion will  be  found  to  occupy  not  only  the  anterior  parts  of  the 
abdomen  but  also  the  flanks,  the  inflated  colon  bulging  the 
lumbar  regions.  But  the  obstruction  may  exist  at  the  ileo-csecal 
valve,  and  in  such  cases  the  swelling  will  occupy  chiefly  the 
iimbilical  and  lower  parts  of  abdomen,  there  being  no  great  dis- 
tension in  the  lateral  region,  and  notably  no  bulging  in  the  flanks. 

ASCITES 

is  often  present  in  diseased  conditions  of  the  abdominal  organs, 
more  especially  of  the  liver.  The  quantity  of  fluid  in  the 
peritoneum  varies  greatly  in  different  cases,  but  when  it  is  so 
abundant  as  to  fill  nearly  the  whole  abdominal  sac,  it  gives  the 
belly  a somewhat  spherical  shape,  causes  the  umbilicus  to  pro- 
trude, and  yields  a uniformly  dull  note  on  percussion,  except 
perhaps  near  the  xiphoid  cartilage,  where  the  resonance  of  the 
stomach  and  intestines  may  be  detected.  W hen  the  patient  is 
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laid  on  liis  back  the  gravitation  of  the  fluid  causes  the  flanks  to 
bulge,  while  the  anterior  part  of  the  abdomen  becomes  less 
prominent.  The  abdominal  walls  are  tense  and  resistant,  and 
the  veins  on  the  surface  are  often  enlarged  and  tortuous,  owing 
to  the  pressure  on  the  large  venous  trunks  in  the  abdomen.  If 
the  fluid  effusion  is  moderate  in  quantity,  the  normal  tympanitic 
note  is  retained  in  the  higher  parts,  owing  to  the  floating  up  of 
the  intestines.  In  such  cases  the  fluid,  if  not  cooped  up  by 
adhesions,  will  be  found  to  obey  the  law  of  fluid  level.  Thus  if 
the  patient  is  laid  on  his  right  side,  the  left  side  of  the  abdomen 
will  yield  a resonant  note,  while  the  right  is  dull.  The  limit  of 
the  dulness  should  be  marked,  and  the  patient  laid  on  his  left 
side,  when  the  conditions  will  be  reversed.  If  laid  on  his  back 
the  flanks  are  dull  and  the  anterior  parts  i*esonant  (compare 
Fig.  40,  p.  358) ; and  if  he  sits  up,  the  fluid  gravitates  into 
the  hypogastrium.  In  cases  where  the  quantity  of  fluid  is  small 
and  doubt  exists  as  to  its  presence,  the  patient  should  be  placed 
on  his  elbows  and  k]iees,  and  if  the  fluid  is  free  the  most 
dependent  part  will  then  give  a dull  note  in  the  umbilical  region. 

Another  very  valuable  sign,  when  the  fluid  is  in  sufficient 
quantity,  is  fluctuation.  To  apply  this  test  the  patient  should 
be  laid  on  his  back.  The  observer  should  then  place  a hand 
on  one  side  of  the  abdomen,  and  with  the  Angers  of  the  other 
tap  firmly,  but  not  too  strongly,  on  the  opposite  side,  and  in 
many  instances  the  fluid  wave  is  felt  to  be  clearly  transmitted. 
But  the  wave  may  not  be  got  in  this  particular  region,  and  it 
is  well  in  all  cases  to  tiy  it  in  others,  as  with  the  hand  in  the 
umbilical  region  while  the  tap  is  delivered  on  either  side.  There 
is  a danger  of  fallacy  in  this  fluctuation  test  against  which  the 
student  must  be  on  his  guard,  for  in  cases  where  the  abdominal 
walls  are  very  tense  (as  in  tympanites),  or  loaded  with  fat, 
a tremor  is  communicated  very  like  fluctuation.  Careful  atten- 
tion to  other  points  will  usually  prevent  this  mistake.  Large 
dropsical  effusion  into  the  cellular  tissue  of  the  abdominal  wall 
may  render  fluctuation  very  obscure,  or  abolish  it  altogether. 

Fhiid  may  exist  in  the  peritoneal  cavity,  and  yet  not  obey 
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the  law  of  gravitation — the  inference  being  that  it  is  confined 
by  adhesions.  The  most  frequent  causes  of  this  are  tubercular 
and  cancerous  disease  of  the  peritoneum,  which,  by  matting  the 
intestines  together,  coop  up  the  fluid.  The  fluctuation  test, 
however,  may  remain  distinct,  though  never  present  to  the 
same  degree  as  in  simple  ascites,  for  there  are  changes  induced 
in  solid  parts  which  obscure  the  wave.  In  many  cases,  also,  the 
resistance  to  palpation,  owing  to  thickening  of  the  peritoneum 
and  omentum,  can  be  verified ; and,  as  the  thickened  mass  lies 
in  front  of  the  small  intestine,  we  are  able  to  judge  to  some 
extent  of  its  thickness  by  percussion  ; the  percussion  note, 
when  the  thickening  is  not  great,  is  superficially  dull,  while  to 
a stronger  stroke  it  is  tympanitic.  In  tubercular  cases,  which 
occur  chiefly  in  children,  the  fluid  may  be  absorbed,  and  the 
thickened  and  redacted  omentum  may  be  realised  by  palpation 
as  it  passes  across  the  abdomen  below  the  stomach. 

The  conditions  most  likely  to  be  confused  with  ascites  are 
ovarian  or  parovarian  cysts,  hydatid  disease  of  the  liver  or  the 
peritoneum,  distended  bladder,  and  phantom  tumour. 

OVARIAN  TUMOURS  AND  CYSTS. 

This  is  a condition  very  apt  to  be  confounded  with  ascites, 
especially  if  the  cyst  is  unilocular,  or  has  one  or  two  compart- 
ments developed  out  of  all  proportion  to  the  othere.  In  most 
cases  the  history  is  an  important  guide.  The  growth  may 
have  been  first  discovered  as  a small  painless  tumour  in  one 
or  other  iliac  region,  having  gradually  extended  across  the 
abdomen.  The  abdomen  is  well  pi’ojected  in  front,  and  not 
bulged  in  the  flanks  as  in  ascites,  and  the  umbilicus  is  rarely 
protruded.  The  percussion  dulness  is  in  the  anterior  part  of 
the  abdomen  as  the  cyst  expands  in')  in  front  of  the  intestines, 
and  pushes  them  backwards  and  upwards.  (Compare  Fig.  41, 
p.  .360.) 

Tympanitic  percussion  is  thus  got  in  the  flanks,  and  altera- 
tions in  the  position  of  the  patient  do  not  change  materially 
the  relations  of  the  dull  and  tympanitic  areas.  This  is 
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evidence  that  the  fluid  is  not  free.  Fluctuation  is  common  in 
ovarian  cyst,  but  it  may  be  vague,  palpation  giving  more  the 
sense  of  elasticity,  and  in  some  cases  solid  matter  can  be  de- 
tected at  various  parts  of  the  tumour.  On  vaginal  examina- 
tion, the  uterus  may  be  found  normal  in  size,  but  high  up  in 
the  pelvis,  and  perhaps  displaced  forward.  In  some  cases  the 
Anger  in  the  rectum  can  determine  the  relation  of  the  tumour 
to  the  ovary,  or  its  immediate  vicinity ; and  examination  with 
the  uterine  sound  fails  to  show  any  direct  connection  with  the 
Avomb.  (See  p.  449,  &c.) 

In  many  instances,  however,  ovarian  cysts  are  accompanied 
by  fluid  efiusion  into  the  peritoneum,  and  the  diagnosis  may 
only  be  made  clear  by  tapping  and  examination  of  the  fluid 
withdrawn.  (See  p.  365.) 

OTHER  ABDOMINAL  TUMOURS. 

An  ovarian  cyst  may  be  simulated  by  solid  tumours  of  the 
ovaries  or  uterus,  and  even  the  gravid  uterus  has  been  mistaken 
for  it.  The  careful  application  of  auscultation  will  usually 
determine  the  diagnosis  of  pregnancy,  and  solid  uterine  tumours 
may  be  distinguished  by  their  density,  by  their  relations  to  the 
uterus,  especially  when  examined  by  the  uterine  sound,  by  the 
elongation  of  its  cavity,  and  an  increase  in  its  size  and  weight. 
(For  details  see  p.  449,  &c.) 

A distended  bladder  might  also  be  a source  of  confusion,  but 
its  growing  out  of  the  pelvis,  fairly  in  the  middle  line,  and 
being  pyriform  in  shape,  and  often  tender  on  pressure,  would 
probably  raise  such  doubt  as  to  lead  to  the  introduction  of  a 
long  flexible  catheter,  when  the  tumour  will  disappear. 

Hydatid  disease  of  the  liver  may  enlai’ge  so  gi’eatly  as  to  fill 
the  whole  abdomen,  but  the  history  of  growth  from  the  right 
hypochondrium  will  often  be  quite  clear,  and  the  hydatid 
fremitus  may  be  ju’esent.  Hydatid  disease  of  the  peritoneum 
or  omentum  may  present  greater  difficulty,  and  the  diagnosis 
from  ascites  or  ovarian  cyst  may  only  be  arrived  at  by  tapping 
and  examination  of  the  fluid,  the  presence  of  hydatids  or 
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booklets  determining  the  point  at  once.  Even  in  the  absence 
of  these  the  characters  of  the  fluid  may  give  quite  sufficient 
ground  for  the  diagnosis.  (See  p.  365.) 

Phantom  tumour  may  present  difficulties  in  diagnosis.  It 
occurs  almost  exclusively  in  women,  especially  in  those  with 
an  hysterical  tendency,  and  it  may  simulate  almost  any  form  of 
abdominal  enlargement ; but  the  fact  of  its  liability  to  vary  in 
size  and  shape,  the  tension  of  the  abdominal  walls,  and  its  dis- 
appeai-ance  under  the  influence  of  chloroform,  will  clear  up  the 
diagnosis. 

Aneurism  of  the  Abdominal  Aorta  is  most  common  in  the 
epigastric  and  umbilical  regions,  and  may  be  recognised  as  a 
tumour  placed  in  the  length  of  the  artery,  lying  in  close  apposi- 
tion to  the  spine,  but  to  the  left  side,  and  giving  to  the  hand 
the  sensation  of  expansile  pulsation,  in  many  cases  associated  with 
thrill.  On  auscultation  a murmur  may  be  heard  coinciding 
with  the  expansion  of  the  artery;  in  rare  cases  it  may  be  double. 
Aneurism  of  any  of  the  branches  of  the  abdominal  aorta  may 
exist,  especially  the  coeliac  axis  or  superior  mesenteric.  Pul- 
sation of  the  abdominal  aorta  attended  by  murmur  may  be 
present  without  aneurismal  conditions  (see  p.  271),  but  in  such 
cases  there  is  no  impression  of  a distinct  tumour  which  pulsates, 
and  of  a murmur  limited  to  the  tumour  and  not  merely  cor- 
responding with  the  track  of  the  aorta.  Aneurisms  may  be 
simulated  by  tumours  lying  over  the  aorta,  and  having  an 
impulse  communicated  to  them.  The  diagnosis  rests  chiefly  on 
the  non-expansile  character  of  the  pulsation,  but  in  many  cases 
it  is  quite  uncertain.  Pain  is  often  a marked  feature  in 
abdominal  aneurism.  It  is  usually  felt  in  the  back,  is  constant 
in  character,  as  a rule,  but  subject  to  violent  exacerbations, 
with  extension  of  it  down  along  the  sacral  and  lumbar  cords. 
Obscure  pain  of  this  chai'acter,  apart  even  from  physical  signs,, 
should  always  raise  the  question  of  aneurism. 

LOCALITIES  OF  TUMOURS. 

Leaving  out  of  consideration  the  genei-al  enlargements  of  the 
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abdomen  due  to  ascites  and  tympanites,  it  may  be  well  to  indi- 
■cate  briefly  a few  facts  with  regard  to  local  enlargements  or 
tumoiu'S.  A tumour  being  discovei-ed  in  the  abdomen,  the 
whole  physical  inquiry  hinges  on  the  question.  What  organ  or 
structure  is  it  connected  with?  In  such  an  inquiiy  it  is  of 
prime  importance  to  consider  the  regional  divisions  of  the 
abdomen  mentioned  in  the  early  part  of  this  section,  and  the 
organs  contained  in  them.  If  the  tumour  is  confined  entirely  or 
<;hiefly  to  one  of  these  regions,  then  the  various  organs  must  be 
gone  over  in  detail  to  see  from  which  it  springs.  In  serious 
diseases,  however,  the  abdominal  organs  may  be  greatly  dis- 
placed from  their  ordinary  position.  It  will  suffice  for  our 
purpose  to  indicate  what  tumours  are  most  frequent  in  the 
various  regions. 

In  the  epigastric  region  the  tumours  most  frequently  met 
with  are  cancerous  disease  of  the  pylorus  or  body  of  the  stomach, 
enlargements  of  the  left  lobe  of  the  liver,  tumours  of  the 
pancreas,  and  aneurisms  of  the  aorta.  It  is  to  be  remembered 
that  the  left  lobe  of  the  liver  may  present  itself  as  a tumour 
without  there  being  any  enlargement  of  it,  conditions  in  the 
thoracic  viscera  having  depressed  the  organ.  This  fallacy  is  to 
be  guarded  against,  and  the  same  remai'k  applies  to  the  liver 
in  the  right  hypochondrium  and  to  the  spleen  in  the  left. 

The  tumours  met  with  in  the  umbilical  region  are  aneurisms 
of  the  aorta  and  omental  tumours,  fiecal  accumulations  in  the 
transverse  colon,  and  at  times  cancer  of  the  intestine  and  enlarged 
mesenteric  glands.  Faecal  accumulations  may  occur  even  with 
a history  of  diarrhoea.  Through  the  abdominal  wall  they  can 
be  moulded  to  some  extent  by  steady  pressure  with  the  fingers, 
and  may  be  even  displaced  a little  along  the  bowel. 

Tumours  originating  in  the  hypogastric  region,  are  distended 
bladder,  the  gravid  uterus,  tumours  of  the  womb,  and  inflam- 
matory growths  in  the  pelvis. 

Those  originating  in  the  right  hypochondrium,  are  chiefly  from 
the  right  lobe  of  the  liver  or  gall-bladder. 

In  the  left  hypochondrium,  the  spleen  is  the  organ  chiefly 


LOCALITIES  OF  TUMOURS. 


541 


aflectecl,  althougli  ftecal  accumulations  in  tlie  splenic  flexure 
may  occur. 

In  the  lumbar  regions,  tumours  of  the  kidney,  perinephritic 
abscess,  lumbar  abscess,  and  fiecal  accumulations  are  most 
frequent. 

In  the  iliac  regions,  ovarian  cyst,  pelvic  abscess,  disease  of 
cajcum  or  sigmoid  flexure,  enlarged  glands,  pelvic  cellulitis  oi 
luematocele  are  found. 

It  is  rare,  however,  for  tumours  to  occupy  only  the  region 
from  which  they  spring.  They  often  involve  several ; and  it  is 
only  by  a careful  consideration  of  the  history  and  symptoms, 
along  with  the  physical  signs,  that  a diagnosis  can  be  arrived 
at.  In  not  a few  instances  several  organs  may  be  afiected,  and 
this  renders  the  examination  all  the  more  perplexing.  In 
many  cases  the  most  critical  exploration  will  fail  to  resolve- 
the  doubts. 
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CHAPTER  XVII. 

METHOD  OF  PERFORMING  POST-MORTEM 
EXAMINATIONS. 

TN  performing  post-mortem  examinations  it  is  of  con- 
sequence  to  get  into  a habit  of  going  through  the  vari- 
ous operations  in  a systematic  way.  It  is  only  thus  we 
can  ensure  that  nothing  of  primary  importance  is  overlooked. 
Not  that  it  is  necessary  to  be  the  slave  of  any  particular 
system,  but  that  the  thing  should  be  done  on  a certain  plan, 
any  deviations  that  are  called  for  being  made,  but  at  the  same 
time  recognised  as  deviations,  and  the  regular  course  resumed 
as  soon  as  possible. 

Instruments  and  Method. — The  instx'uments  required  are 
comparatively  few.  The  first  is  a good  stout  knife,  such  as 
that  used  in  Syme’s  amputation.  Then  one  or  two  scalpels  and 
dissecting  forceps,  a pair  of  gut  scissors,  and  a jxair  of  strong 
probe-pointed  scissors  ^ are  required.  A saw,  chisel,  and 
hammer  or  wooden  mallet  (better  the  latter),  a probe,  a dissect- 
ing needle,  and  a cartilage-knife,  complete  the  ordinary  equip- 
ment. The  cartilage-knife  should  have  a triangular  blade,  the 
edge  being  straight,  and  forming  an  angle  of  about  35°  with 
the  back,  which  should  be  very  strong  and  thick.  This  knife 
is  seldom  satisfactorily  made;  it  should  have  a back  like  a razor, 
but  be  ground  to  the  shape  described. 

^ I have  found  some  difficulty  in  getting  from  the  instrument-makers  these 
probe-pointed  scissors,  but  as  they  are  of  great  use  they  should  be  sj)ecially 
ordered. 
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The  first  lesson  the  student  has  to  learn  is  to  hold  the  knife 
properly,  and  he  should  remember  that  what  is  wanted  is  not 
a dissection  of  each  muscle  and  nerve,  but  a rapid  and  compre- 
hensive survey  of  each  organ  in  the  body.  The  knife  must 
therefore  be  held  so  that  full,  sweeping  strokes  may  be  made 
with  it.  The  handle  should  be  grasped  firmly  in  the  closed 
fist  the  edge  of  the  blade  corresponding  with  the  palmar  aspect 
of  the  hand,  not  held  delicately  like  a pen  or  a dissecting-knife. 
Again,  in  cutting,  the  belly  of  the  knife  should  be  used,  and 
not  merely  the  point  as  in  dissecting.  This  is  a matter  which 
it  is  very  difficult  to  get  students  to  appreciate,  and  it  is  very 
important,  both  on  account  of  the  saving  of  time,  which  a 
proper  method  involves,  and  also  because  a good  clean  cut 
exposes  the  structures  to  be  examined  very  much  better  than 
an  imperfect,  half-tearing  one.  Let  the  knife  be  grasped  firmly, 
and  learn  to  make  the  incisions  with  the  whole  weight  of  the 
arm,  and,  if  necessaiy,  of  the  body,  the  wrist  being  kept  rigid. 

It  may  here  be  remarked  that  in  the  following  description 
the  wi’iter  has  simply  imagined  himself  to  be  making  a post- 
mortem examination,  and  has  endeavoured  to  set  down  the 
various  operations  which  he  is  in  the  habit  of  performing.  If 
the  student  in  reading  the  description  will  imagine  that  he  has 
the  knife  in  his  hand  and  will  follow  each  step  as  if  he  were 
himself  engaged,  it  is  believed  that  the  account  will  be  read  with 
greater  intelligence,  and  be  much  better  impressed  on  the  mind. 
It  should  be  added  that  in  the  use  of  such  terms  as  anterior, 
external,  or  their  English  equivalents,  in  front,  behind,  outside, 
and  so  on,  the  strictly  anatomical  signification  is  preserved. 
As  the  body  during  the  greater  part  of  the  examination  lies  on 
its  back,  there  is  a great  temptation  to  depart  from  this,  and 
call  the  anatomical  anterior  and  posterior  the  upper  and  imder, 
but  confusion  will  only  be  avoided  by  adhering  closely  to  the 
anatomical  significations. 

A report  of  the  facts  observed  should  always  be  dictated 
during  the  course  of  the  post-mortem,  and  with  the  structures 
before  you.  This  is  a matter  of  very  great  importance,  because, 
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on  the  one  hand,  the  facts  may  be  otherwise  forgotten,  and  on 
the  other  hand,  the  mere  act  of  dictating  a note  induces  one  to 
make  the  observation  much  more  accurate,  and  often  sussrests 
investigations  which  would  otherwise  be  overlooked. 

As  the  body  lies  on  the  table  certain  general  appearances 
should  first  be  observed  and  noted,  such  as  the  state  of  rigidity 
as  determined  by  trying  to  bend  the  limbs ; the  evidences  of 
decomposition ; the  colour  of  the  surface,  whether  unduly  i:)ale 
or  red  or  livid ; the  presence  or  absence  of  oedema,  any  wounds 
or  cicatrices.  The  general  state  of  nutrition  will  also  be  ob- 
served, and,  in  connection  with  this,  the  comparative  abundance 
of  the  subcutaneous  fat  as  displayed  by  the  first  incision.  In 
case  of  a medico-legal  examination  the  body  has  to  be  identified 
by  two  persons  whose  names  and  connection  with  the  deceased 
should  be  noted ; the  size,  position,  depth,  and  condition  of  any 
wound  will  also  be  carefully  described,  and  incisions  will  be 
judiciously  made  so  as  to  display  the  wound  thoroughly;  or 
dissections  will  be  undertaken  so  as  to  trace  its  relations  to 
important  structures.  The  examination  of  the  surface  of  the 
body  will  not  be  confined  in  every  case  to  its  anterior  aspect. 

As  the  chest  and  abdomen  are  most  frequently  examined,  we 
shall  begin  with  them.  A substantial  block  of  wood  is  placed 
under  the  body  so  as  to  support  the  chest  and  increase  the 
anterior  convexity  of  the  sternum.  The  knife  being  now  grasj)ed 
in  the  fist,  an  incision  is  made  with  a single  sweep  from  the 
suprasternal  notch  to  the  symphysis  pubis,  deviating  slightly  in 
the  abdomen  to  avoid  the  umbilicus. 

Chest. — Beginning  in  the  chest  the  knife  penetrates  through 
the  soft  parts  right  down  to  the  sternum,  and  on  passing  to  the 
abdomen  a similar  depth  is  kept.  In  this  first  incision  the 
abdominal  cavity  may  perhaps  be  opened  into,  but  if  the  knife 
has  not  penetrated  so  deeply  the  next  procedure  is  to  open  it 
tln-ough  the  entire  length  of  the  incision  in  the  abdomen.  By 
dragging  on  the  edge  of  the  incision  and  cutting  against  the 
tightly  drawn  tissues,  it  is  easy  to  lay  open  the  cavity  without 
cutting  any  of  the  subjacent  viscera.  This  being  done  we  have 
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au  incision  extending  in  the  middle  line  along  the  entire  thorax 
and  abdomen,  and  penetrating  down  to  the  sternum  in  the  first 
part  of  its  course,  and  afterwards  through  tlie  peritoneum.  If 
any  fiuid  is  present  in  the  peritoneal  cavity  its  quantity  and 
character  will  be  noted  at  this  stage. 

The  next  step  is  to  reflect  the  soft  parts  from  the  anterior 
aspect  of  the  thorax,  and  in  this  operation,  as  in  many  others,  it 
is  important  to  remember  that  if  the  tissues  are  dragged  upon 
and  thus  rendered  tense,  they  are  much  more  easily  divided 
than  when  lax.  For  this  reason  it  is  well  to  begin  at  the  lower 
part  of  the  thorax,  because  here  the  left  hand  may  obtain  a firm 
hold  of  the  abdominal  parietes  and  pull  the  tissues  firmly  out- 
Avards  against  the  false  ribs.  By  a few  sweeping  strokes  against 
the  tense  tissues,  the  anterior  Avail  of  the  thorax  is  exposed. 
It  is  to  be  observed  that  the  soft  parts  should  be  reflected  much 
further  back  at  the  loAver  part  of  the  thorax  than  at  the 
upper  in  order  fully  to  expose  the  cartilaginous  ribs,  Avhich  are 
longer  beloAv  than  aboA'e.  Before  diAuding  the  cartilaginous 
ribs,  it  Avill  be  Avell  for  the  beginner  just  to  observe  the  line  of 
junction  of  the  cartilaginous  and  osseous  ribs  from  above  down- 
Avards.  Beginning  Avith  the  second  rib  the  cai’tilages  are  to  be 
divided  just  Avithin  the  line  of  junction,  and  it  Avill  be  seen  that 
the  incision  tends  very  considerably  outAvards  in  passing  doAvn  the 
thorax.  In  dividing  the  cartilages  the  edge  of  the  cartilage-knife 
should  be  held  fiat  against  the  thorax,  so  that  before  one  cartilage 
is  fully  divided  the  knife  Avill  have  caught  on  the  next  succeeding 
one.  If  this  be  attended  to,  the  subjacent  organs  Avill  not  be 
injured.  There  still  remain  to  be  divided  the  first  rib,  and  the 
sterno-claA’icular  articulation  ^ the  latter  is  often  a stumbling- 
block  to  beginners.  The  claA’icle  is  united  to  the  sternum  and 
to  the  first  rib  by  firm  ligaments,  and  it  is  necessary  to  cut  these 
through  in  order  to  free  the  anterior  Avail  of  the  thoiax.  The 
head  of  the  chvA’icle  should  be  found,  and  a pointed  knife  (the 
cartilage  knife  should  haA^e  a triangular  blade  for  this  purpose), 
lield  perpendicularly  to  the  surface  of  the  body  is  made  to  pene- 
trate the  joint  immediately  to  the  inner  side  of  the  head  of  the 
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clavicle.  It  is  then  pushed  downwards  towai'ds  the  thorax  with 
a slight  inclination  outwards  so  as  to  divide  the  sterno-clavicular 
liofaments.  It  is  afterwards  worked  round  the  head  of  the 
clavicle  and  carried  outwards  so  as  to  divide  the  strong  liga- 
ment between  the  clavicle  and  the  first  rib.  If  the  position  of 
those  ligaments  be  studied  in  such  a plate  as  that  in  Quain’s 
Anatomy,  the  direction  of  the  incisions  will  readily  be  gathered. 
The  cartilage  of  the  first  rib  is  now  to  be  divided,  and  this  is 
best  done  by  introducing  the  knife  between  the  first  and  second 
ribs  and  cutting  through  the  former  right  against  the  clavicle. 
It  should  be  remembered  that  on  account  of  the  breadth  of  the 
manubrium  sterni  this  cartilage  is  further  out  than  the  second. 
In  this  way  the  sternum  and  cartilaginous  ribs  are  separated 
from  all  but  soft  attachments,  and  these  have  now  to  be  divided. 
Seizing  the  lower  cartilaginous  ribs  with  the  left  hand  and 
dragging  sternum  and  cartilages  forwards,  the  anterior  attach- 
ments of  the  diaphragm  are  cut  through,  and  then  in  succession 
all  other  attachments  from  below  upwards,  keeping  close  to  the 
bone,  especially  at  the  upper  part,  so  as  to  avoid  wounding  the 
large  veins  at  the  root  of  the  neck.  The  condition  of  the  ribs 
and  sternum  will  be  observed,  before  they  are  set  aside.  It  is 
sometimes  necessary  to  modify  this  procedure  on  account  of  the 
cartilages  being  calcified  and  almost  like  bone.  In  every  case 
they  should,  if  possible,  be  divided  with  the  knife,  and  this 
method  will  rarely  fail  even  though  the  cartilage  be  very  hard. 
But  sometimes  it  is  necessary  to  saw  through  the  cartilages,  the 
other  parts  of  the  operation  being  the  same  as  those  already 
described. 

The  contents  of  the  thorax  are  thus  exposed,  and  the  general 
position  of  the  edges  of  the  lungs  and  of  the  pericardium  and 
heart  should  be  noticed.  Before  going  further  the  contents  of 
the  pleural  cavities  should  now  be  examined.  The  pericardium 
is  then  to  be  opened,  and  this  may  be  done  by  taking  hold  of  it 
with  the  left  hand,  piilling  it  till  the  tissue  is  tense,  and  then 
dividing  it  by  an  oblique  incision  so  as  not  to  incise  the  heart 
beneath.  Normally  there  is  a small  quantity  of  fluid  in  the 
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sac  of  the  pevicardium ; any  excess  above  three  or  four  drachms 
will  be  noted.  Before  removing  the  heart  from  the  body  it  is 
well  to  make  incisions  into  its  cavities  in  order  to  determine 
the  quantity  of  blood  in  them.  These  incisions  are  made  along 
the  left  and  right  borders  of  the  heart  respectively,  and  into  its 
four  cavities,  the  boundary  line  betwen  the  auricles  and  ventri- 
cles being  spared.  There  will  thus  be  four  incisions,  ^ iz.,  into 
the  left  auricle,  left  ventiicle,  right  auricle,  and  right  ventiicle, 
and  the  incisions  will  be  longitudinal,  passing  in  a direction  from 
base  to  apex.  In  making  the  incisions  the  apex  of  the  heart 
should  be  seized  with  the  left  hand,  and  dragged  well  forwards 
out  of  the  body,  so  as  to  make  the  structures  tense.  After  these 
incisions  the  fingers  may  be  introduced  into  the  cavities,  and 
the  contents  approximately  deteraiined.  The  heart  will  then 
be  removed.  It  should  be  seized  by  the  apex  and  dragged  well 
out  of  the  body  and  towards  the  head,  and  the  great  vessels 
divided  from  below  upwards.  Before  proceeding  further  the 
sufficiency  of  the  aortic  and  pulmonary  valves  should  be  tested. 
These  vessels  should  first  be  cleared  of  any  adhei’ing  blood-clot, 
and  then  a stream  of  water  poured  into  them  at  their  cut 
extremities.  The  water  should  be  poured  from  a height  so  as 
to  pass  in  with  some  force.  If  the  valves  are  competent  then 
the  vessels  will  be  filled  with  the  water  and  remain  full.  The 
closed  valves  may  be  observed  from  above  through  the  water, 
but  in  order  to  this  it  is  sometimes  necessary  to  cut  the  artery 
shoi’ter,  as  the  arch  of  the  vessel  may  interfere  with  direct 
observation. 

The  general  appearance  and  shape  of  the  heart  will  now  be 
observed.  Normally  it  forms  a blunt  cone,  and  is  nearly  com- 
pletely coated  with  a layer  of  adipose  tissue  under  the  pericar- 
dium, which  is  most  abundant  over  the  right  ventricle.  The 
' cavities  of  the  heart  are  now  to  be  laid  open  so  as  to  expose  the 
valves  completely  to  view.  The  heart  should  be  laid  on  a plate 
resting  on  its  posterior  surface  just  as  it  was  lying  in  the  body. 
The  blunt  blade  of  the  gut  scissors  is  then  inti’oduced  into  the 
right  ventricle  through  the  cut  already  made,  and  pushed 
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upwards  into  the  pulmonary  artery.  If  the  point  be  kept  in 
the  angle  between  the  septum  and  anterior  wall  of  the  ventricle 
while  it  is  pushed  onwards,  it  will  find  its  way  into  the  pul- 
monary artery.  A,long  this  line  the  scissors  are  closed,  and  an  in- 
cision made  from  apex  to  base,  dividing  ventricle  and  pulmonary 
artery.  With  the  former  incision  this  new  one  forms  such  an 
angle  as  to  separate  a triangular  flap  of  ventricle.  A similar 
method  is  followed  on  the  left  side.  The  blade  is  introduced  at 
the  former  incision,  and  being  held  in  the  angle  between  septum 
and  anterior  wall,  is  carried  out  at  the  aorta.  In  completing 
this  incision  care  is  taken  not  to  cut  the  left  auricular  appen- 
dage on  the  one  hand,  or  the  pulmonary  artery  near  its  origin 
on  the  other.  The  cavities  being  laid  open  the  state  of  the 
valves  will  be  observed,  and  any  variation  from  the  normal 
carefully  regarded.  The  amount  and  kind  of  clot  in  the  ventri- 
cles will  be  noticed,  and  so  forth.  The  auricles  are  then  more 
fully  laid  open  by  means  of  the  probe-pointed  scissors,  and  the 
contents  observed.  The  auricular  appendages  should  always  be 
opened  up  because  thrombi  often  lodge  here.  The  capacity  of 
the  auriculo-ventricular  orifices  should  now  be  roughly  estimated, 
by  introducing  the  fingers  from  the  auricles.  The  mitral  orifice 
normally  admits  two  or  three  fingers,  and  the  tricuspid  three  or 
four.  After  all  clot  has  been  removed  the  heart  should  be 
weighed.  The  normal  weight  in  the  adult  male  is  from 
8 to  II  oz.,  and  in  the  female  7 to  9 oz. 

The  lungs  are  now  to  be  removed,  and  in  order  to  this  they 
must  first  be  freed  from  all  pleural  adhesions,  if  such  exist. 
These  adhesions  may  often  be  torn  through  with  the  fingers, 
but  sometimes  they  are  too  firm  for  this.  The  adhesion  is 
between  the  visceral  and  costal  layers  of  the  pleura,  and  it  is 
sometimes  easier  to  separate  the  costal  pleura  from  the  internal 
wall  of  the  thorax  than  to  tear  througli  the  adhesions.  In 
order  to  this  an  incision  is  made  longitudinally  along  the  inter- 
nal aspect  of  the  thorax,  cutting  against  the  ribs  near  their 
anterior  extremities ; the  fingers  are  introduced  behind  the 
pleui-a,  which  is  then  torn  off  from  the  ribs.  The  lungs  being 
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freed,  the  apex  of  one  is  seized  and  pulled  doAvnwards  so  as  to 
expose  the  root,  which  is  then  cut  through,  and  the  lung  re- 
moved. By  a similar  procedure  the  other  is  taken  out.  The 
lungs  being  removed  from  the  body,  they  are  each  in  turn 
to  be  incised  in  such  a manner  as  to  expose  their  tissue 
thoroughly.  Each  is  held  by  the  root  with  the  left  hand,  with 
its  base  resting  on  a wooden  platter,  and  a cut  made  from  apex 
to  base  along  the  most  convex  part  of  the  surface,  and  carried 
down  towards  the  root.  The  Inng  tissue  is  now  examined,  and, 
with  the  probe-pointed  scissors,  the  bronchial  tubes  opened  up 
so  as  to  expose  the  mucous  membrane  to  view. 

The  structures  of  the  neck  and  what  remains  of  the  aorta 
have  still  to  be  examined.  For  this  purpose,  the  original  in- 
cision through  the  skin  is  continued  upwards  to  the  chin. 
The  skin  is  reflected  by  sweeping  strokes  of  the  knife,  so  as 
to  expose  the  structures  of  the  neck.  This  being  done,  the 
knife  is  made  to  puncture  the  floor  of  the  mouth  from  below 
near  the  middle  line,  and  carried  backwards  along  the  jaw, 
first  on  one  side,  then  on  the  other,  so  as  to  separate  the  floor 
of  the  mouth.  The  fingers  can  then  be  introduced,  and  the 
tongue  seized  and  dragged  downwards.  By  pulling  firmly  on 
the  tongue,  the  incisions  can  be  readily  canned  backwards,  and 
the  knife  divides  the  soft  palate  and  then  passes  to  the  posterior 
wall  of  the  pharynx.  The  whole  structures  are  now  separated 
from  the  bodies  of  the  vertebrte,  right  down  to  the  diajjhragm, 
where  the  aorta  and  oesophagus  are  divided  transversely.  The 
parts  being  now  laid  with  their  anterior  aspect  downwards,  the 
scissors  are  made  to  dh'ide  the  pharynx  and  oesophagus  along 
their  posterior  wall,  then  the  larynx  and  trachea,  also  pos- 
teriorly, and  lastly  the  arch  of  the  aorta  and  its  thoracic 
l>ortion. 

Abdomen. — We  now  proceed  to  the  organs  of  the  abdomen. 
The  block  which  supported  the  thoi’ax  is  removed,  and  the 
diaphragm  is  incised  on  either  side  so  as  to  allow  the  ab- 
dominal organs  to  gravitate  towards  the  thorax.  In  order  to 
expose  these  organs  fully,  it  is  necessary  first  to  sejiarate  tlie 
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colon  from  its  attachments,  as  it  lies  in  front  of  some  of  the  more 
important  structnres.  The  small  intestine  is  pulled  aside,  and 
carried  half  out  of  the  body,  and  then,  beginning  at  the  sigmoid 
flexure,  the  large  gut  is  pulled  forwards,  while  its  attachments, 
thus  rendered  tense,  are  cut  through.  When  the  descending 
and  transverse  colon  have  been  separated,  it  is  often  easier  to 
pass  to  the  caput  cajcum,  and  take  the  ascending  colon  from 
below  upwards.  The  large  intestine  being  separated  but  not 
cut  through,  it  is  laid  out  of  the  body  between  the  legs,  being 
still  attached  at  the  rectum  and  ileum. 

The  position  of  the  organs  is  now  to  be  surveyed,  and  then 
the  kidneys  are  to  be  examined.  They  should  first  be  observed 
in  situ,  and  any  distension  of  the  ureters  or  other  alteration 
noted.  The  supra-^enal  caj)sules  may  be  exj)osed  at  this  stage, 
and  they  should  be  subsequently  removed  along  with  the  kid- 
neys. It  should  be  remembered  that  the  kidney  lies  behind 
the  peritoneum,  and  the  first  step  towards  its  removal  is  to  cut 
through  the  peritoneum  to  its  outer  side.  This  being  done, 
the  fingers  can  now  grasp  the  kidney  and  drag  it  forwards,  and 
a few  incisions  will  separate  it  with  the  supra-i’enal  capsule 
from  all  attachments.  The  kidney  is  examined  by  holding  it 
in  the  left  hand  with  the  hilus  towards  the  palm,  and  then 
making  an  incision  along  the  convex  border,  first  through  the 
capsule  and  then  into  the  kidney  substance  down  to  the  pelvis. 
The  whole  depth  of  the  kidney  tissue  is  thus  exhibited,  and 
the  capsule  may  be  separated  so  as  to  expose  the  surface  by 
catching  it  at  the  edge  of  the  cut  and  tearing  it  off.  Before 
weighing  the  organ,  the  supra-renal  capsule  will  be  removed 
and  examined,  and  the  external  fatty  capsule  disposed  of.  The 
normal  weight  of  each  kidney  varies  in  the  adult  male  from 
to  6 oz.,  and  in  the  female  from  4 to  5|  oz. 

The  sjdeen  is  easily  removed  by  dragging  it  forward  and 
cutting  through  the  vessels.  If  it  is  laid  on  a plate,  an  incision 
along  its  convex  surface  towards  the  hilus  will  expose  its  tissue. 
The  normal  weight  of  this  oi’gan  is  extremely  variable,  and  may 
fluctuate  between  3 or  4 and  7 oz. 
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With  a view  to  the  examination  of  the  stomach  in  situ,  the 
gut  scissors  are  first  used  to  make  an  incision  into  the  lower 
part  of  the  duodenum.  The  long  blade  is  then  introduced  at 
this  incision,  and  the  duodenum  and  stomach  divided,  the  latter 
along  its  greater  curvature.  The  mucous  membrane  of  the 
stomach  is  examined  by  pulling  the  organ  well  forward,  and 
laying  it  over  the  cut  edges  of  the  ribs.  The  papilla  forming 
the  orifice  of  the  ductus  communis  will  be  observed  in  the 
iluodenum,  and  the  permeability  of  the  ducts  tested  by  forcing 
bile  throxigh  them  by  squeezing  the  gall-bladder.  If  icterus 
be  present,  the  ducts  will  be  cai’efully  traced  upwai’ds  to  the 
liver. 

In  medico-legal  cases,  where  poisoning  is  suspected,  par- 
ticular cai’e  will  be  required  in  dealing  with  the  stomach. 
Before  interfering  with  it  in  any  way,  ligatures  should  be 
applied  just  beyond  the  cardiac  and  pyloric  orifices,  and  the 
stomach  carefully  removed  entire.  As  a rule,  it  should  be  at 
once  placed  in  a clean  jai*,  and  the  jar  covered  with  some  water- 
proof material  fixed  with  a string,  of  which  the  knot  will  be 
sealed  with  wax.  A label  will  also  be  attached.  If  it  is  desir- 
able to  examine  the  contents  of  the  stomach  at  once,  the  organ, 
after  removal  as  above,  should  be  oi)ened  on  a clean  plate,  and 
all  its  contents  carefully  preserved.  Stomach  and  contents  will 
then  be  placed  in  a jar  sealed  and  labelled  as  above.  The 
duodenum  should  be  preserved  in  a similar  way,  and  after- 
wards the  liver  with  the  gall  bladder  and  the  urinary  bladder, 
with  their  contents. 

The  liver  will  be  removed  by  first  cutting  through  the  portal 
vessels,  lifting  the  organ  out  of  the  body  till  it  rests  on  the  ribs, 
and  then  dividing  the  diaphragmatic  attachments.  It  should 
now  be  laid  with  the  portal  surface  downwai’ds,  and  an  incision 
made  along  its  ujjper  surface,  including  left  and  right  lobes, 
down  through  the  greater  part  of  its  thickness.  Other  incisions 
may  be  made  from  this  one  into  the  liver  substance  at  various 
depths.  The  general  appearance  of  the  cut  sm-face  will  be 
noted,  as  well  as  any  irregularity  of  the  capsule  or  external 


552 


POST-MORTEM  EXAMINATIONS. 


surface.  The  normal  weight  of  the  liver  is  in  the  adult  male 
from  48  to  58  oz.,  and  in  the  female  from  40  to  50  oz. 

Intestines. — The  large  intestine  has  been,  so  far,  separated 
from  its  attachments  (see  p.  549) ; it  is  necessary  now  to  re- 
move the  whole  gut  for  examination.  Beginning  at  the  caput 
csecum,  the  small  intestine  is  to  be  separated  by  cutting  through 
its  mesenteric  attachment.  If  the  gut  be  pulled  pretty  firmly, 
then  the  knife,  by  a sawing  motion,  will  readily  and  quickly 
divide  the  mesentery,  which  should  be  done  close  to  the  gut, 
so  as  to  leave  no  mesentery  on  the  gut.  When  the  duodenum 
is  reached,  the  gut  is  cut  transversely.  The  rectum  is  now 
cut  through  at  the  lower  end  of  the  sigmoid  flexure,  and  the 
whole  gut  removed  and  placed  in  a basin  of  water.  The  gut 
scissors  are  used  to  open  the  intestine.  The  longer  blade  is 
introduced  at  the  upper  end,  and  the  intestine  is  pulled  against 
the  commissure  of  the  blades,  care  being  taken  that  it  is  the 
mesenteric  border  which  is  divided.  It  is  seldom  necessarv  to 
make  frequent  cuts  with  the  scissors,  the  mere  pi-ojection  of  the 
tissue  against  the  fork  being  usually  sufficient.  When  the  colon 
is  reached,  it  is  then  necessary  to  cut  with  the  scissors,  as  the 
coats  are  thicker,  and  there  is  no  specially  weak  mesentei’ic 
border.  When  the  whole  length  has  been  divided,  the  surface 
of  the  mucous  membrane  will  be  examined  from  above  down- 
wards, being  passed  under  a stream  of  water  so  as  to  remove 
adhering  mucus.  The  state  of  the  vessels,  the  colour  and  the 
condition  of  Beyer’s  patches,  and  the  solitaiy  glands,  will  be 
noted,  as  well  as  the  existence  of  any  pathological  condition. 

Pelvis. — The  organs  of  the  pelvis  still  remain.  The  bladder 
may  be  examined  by  dragging  its  anterior  wall  forwards,  and 
making  an  incision  in  the  middle  line.  The  finger  may  be  in- 
troduced into  this  incision,  and  the  bladder  luilled  forwards,  so 
as  to  expose  the  mucous  membrane. 

Taking  hold  Avith  the  left  hand  of  the  rectum  behind,  and 
the  bladder  in  front,  the  whole  contents  of  the  peh  is  may  be 
scooped  out  Avith  the  knife.  The  rectum  is  noAv  to  be  cut 
open  Avith  the  gut  scissors.  In  the  case  of  the  female,  the 
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probe-pointed  scissors  will  be  used  to  divide  the  vagina,  and 
then  the  uterus.  For  this  latter,  the  probe-pointed  blade  is 
passed  into  the  cavity,  and  the  incision  carried  along  the  lateral 
border,  and  then  along  the  fundus,  so  as  to  expose  the  entire 
cavity  of  the  uterus.  The  Fallopian  tubes,  ovaries,  and  liga- 
ments will  receive  attention,  and  be  incised  if  necessary.  In 
the  case  of  the  male,  the  scrotum  will  be  opened  and  the  tes- 
ticles examined,  if  thought  necessary. 

The  viscera  being  removed,  the  aorta  and  its  branches,  as 
Avell  as  the  venous  stems,  may  be  exposed  and  examined.  In- 
cisions will  be  made  longitudinally  into  these  vessels  as  required. 

Head. — The  examination  of  the  head  should  be  done  at  the 
very  first  if  anything  specially  directs  attention  to  the  state  of 
the  brain ; otherwise  it  may  be  done  after  the  thorax  and 
abdomen.  A block  is  placed  under  the  head,  so  as  to  sujiport 
it  as  nearly  as  possible  with  the  crown  upwards.  The  soft 
parts  are  divided  by  an  incision  carried  straight  aci'oss  the 
vertex  from  behind  the  one  ear  to  behind  tlie  other.  This 
incision  shoiild  penetrate  right  down  to  the  bone  throughout. 
The  entire  soft  parts  are  then  refiected  from  the  surface  of  the 
cranium  by  means  of  the  chisel,  the  original  incision  having 
divided  the  scalp  into  two  flaps.  The  bone  is  thus  left  bare, 
except  at  the  sides,  where  the  temporal  muscles  and  the  tem- 
poral fascia  remain.  These  are  removed  by  tbe  aid  of  the 
knife,  and  a saw  cut  is  carried  round  the  calvarium  on  either 
side  from  a little  below  the  supra-orbital  ridge  to  an  inch  below 
the  occipital  protuberance.  This  cut  should  not  penetrate 
through  the  entire  thickness  of  the  calvarium,  but  only  the 
external  table.  In  sawing,  the  left  hand  which  is  used  to 
steady  the  head,  should  be  covered  with  a towel,  so  as  to  pro- 
tect it  if  the  saw  slips. 

To  complete  the  separation,  the  chisel  is  inserted  into  the 
saw  cut,  and  the  inteimal  table  cracked  through  by  a few  smart 
taps  with  the  mallet.  The  calvarium  can  then  be  forced  off 
with  the  chisel.  In  cases  of  suspected  fracture  of  the  skull,  it 
is  well  to  saw  through  both  tables,  even  at  the  risk  of  injuring 
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the  brain  and  its  membranes ; otherwise,  the  use  of  the  chiscd 
may  extend  an  existing  fi’acture,  or  even  cause  one.  The  sur- 
face of  the  dura  mater  is  then  to  be  examined,  and  the  longi- 
tudinal sinus  laid  open  by  an  incision  in  the  middle  line.  The 
dura  mater  is  now  to  be  divided  by  one  incision  at  the  level  of 
the  saw  cut  all  round,  and  by  another  dividing  the  tentorium 
between  the  hemispheres  in  front.  The  dm-a  mater  will  be 
reflected  from  before  backwards — the  veins  which  enter  the 
longitudinal  sinus  from  the  surface  of  the  brain  being  cut 
through  as  progi’ess  is  made.  The  pia  mater  of  the  convexity 
is  now  exposed,  and  its  condition,  as  well  as  that  of  its  vessels, 
observed.  To  remove  the  brain,  the  hemispheres  are  supported 
in  the  left  hand,  and  the  fingers  of  the  right  hand  are  insinuated 
in  front  of  and  under  the  frontal  convolutions,  lifting  up  with 
them  the  olfactory  nerves.  The  other  cerebral  nerves  are  then 
cut  through  with  a sharp  knife  at  their  points  of  exit  from  the 
skull,  beginning  with  the  optic.  The  tentorium  cerebelli  is 
divided  along  the  posterior  border  of  the  petrous  portion  of  the 
temporal  bone,  and  then  the  knife  being  inserted  into  the 
foramen  magnum,  the  medulla  oblongata  and  the  two  vertebral 
arteries  are  divided  as  far  down  as  possible.  During  all  this 
operation,  the  brain  is  supported  in  the  left  hand,  and,  the 
principal  connections  being  now  divided,  the  right  hand  may 
bo  used  to  take  hold  of  the  base,  and  assist  in  gently  raising 
the  brain.  The  sinuses  of  the  dura  mater  may  now  be  opened 
in  the  base  of  the  skull . If  a fracture  is  to  be  looked  for,  the 
dura  mater  must  be  removed,  and  this  is  done  by  catching  the 
edsre  where  it  has  been  cut,  in  the  hand  ai-med  with  a towel, 
and  violently  tearing  it  from  the  base.  The  orbit  may  be 
opened  by  removing  its  roof  with  the  chisel  and  mallet,  if  it 
is  thought  necessary. 

In  the  examination  of  the  brain  itself,  the  base  should  first 
receive  attention.  The  arteries  at  the  base  should  be  carefully 
examined  and  partially  traced  into  the  fissure  of  Sylvius  and  the 
anterior  longitudinal  fissure,  and  on  the  sui’face  of  the  cerebellum. 
The  brain  being  now  laid  on  its  base,  an  incision  is  fii’st  to  be 
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made  so  as  to  open  the  lateral  venti-icle  on  the  left  side.  For 
this  purpose  tlie  hemispheres  are  separated,  and  a cut  is  made 
in  a direction  downwards  and  outwards,  beginning  at  the  outer 
border  of  the  corpus  callosum.  The  left  hemisphere  is  so  held 
in  the  left  hand  that,  when  the  incision  reaches  the  ventricle, 
the  latter  will  gape  and  expose  its  cavity,  which  may  then  be 
more  fully  laid  open.  The  latei-al  ventricle  being  fully  ex- 
posed, its  dimensions  are  noted,  and  any  excess  of  fluid  which 
may  be  present.  It  is  now  proper  to  explore  and  examine  the 
hemisphere,  Avhich  is  done  by  a series  of  parallel  cuts,  which 
penetrate  from  the  interior  of  the  ventricle  through  the  white 
substance  outwards  to  the  grey  matter  of  the  convolutions. 
The  first  of  these  incisions  is  almost  a continuation  of  the  cut 
which  opened  the  ventricle,  and  is  placed  just  outside  the 
coi'pus  striatum,  which  lies  on  the  floor  of  the  ventricle.  The 
left  hemisphere  being  thus  explored,  the  brain  is  now  wheeled 
round,  and  the  right  lateral  ventricle  and  hemisphere  are 
similarly  dealt  with.  The  brain  being  then  brought  back  to 
its  former  position,  the  foi-nix  and  corpus  callosum  are  divided 
anteriorly  by  an  incision  from  the  foramen  of  INIonro  out- 
wards. These  structures  with  the  choroid  plexus,  and  the 
pineal  body,  are  observed,  lifted  backwards,  and  turned 
aside.  If  now  the  cerebellum  be  supported  in  the  left  hand, 
and  an  incision  made  through  it  in  the  middle  line,  the  fourth 
ventricle  will  be  opened.  It  is  easy  now  to  take  a survey  of  the 
condition  of  the  surface  of  the  corpus  striatum,  optic  thalamus, 
corpora  quadrigemina,  and  floor  of  the  fourth  ventricle.  While 
the  cei’ebellum  is  in  the  hand,  it  may  be  incised  by  a series  of 
cuts  lying  in  the  direction  of  the  stem  of  the  arbor  vitte,  and 
extending  through  the  substance  of  the  cerebellum. 

The  great  ganglia  in  the  floor  of  the  lateral  ventiicles  have 
to  be  more  fully  examined.  In  order  to  this  the  left  hand  is 
introduced  below  the  brain,  so  as  to  support  these  ganglia,  and 
incisions  are  in  succession  made  transversely  through  the  corpus 
striatum  and  optic  thalamus  from  befoi'e  backwards,  so  as  to 
divide  them  into  a number  of  laminae,  first  on  the  one  side  and 
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then  on  the  other.  The  crura  cerebri,  corpora  quaclrigemina, 
pons  Varolii,  and  medulla  oblongata  may  also  be  divided  by 
transverse  incisions,  so  as  to  expose  their  tissue. 

In  this  way  the  brain  is  examined,  bi;t  it  is  not  divided  into 
little  pieces.  It  is  like  a book  whose  binding  is  formed  by  the 
pia  mater  of  the  surface,  and  the  locality  of  any  discovered 
lesion  can  be  x’eadily  determined. 

In  some  cases  it  is  important  to  examine  the  organ  of  hearing. 
To  do  this  two  converging  cuts  are  made  with  the  saw,  so  as  to 
include  a part  of  the  lateral  wall  of  the  skull  and  the  petrous 
bone.  If  one  of  these  cuts  is  just  in  front  of  the  external  audi- 
toi'y  meatus  the  membrana  tympani  will  be  easily  reached 
afterwards.  The  tympanic  cavity  may  be  exposed  by  breaking 
through  the  thin  plate  of  bone  which  forms  its  roof.  The  rest 
of  the  internal  ear  may  be  examined  by  means  of  the  chisel  or 
bone  forceps,  or  saw.  The  mastoid  cells  may  be  exposed  by 
sawing  through  the  mastoid  process. 

Spine. — If  it  be  desirable  to  examine  the  spinal  cord,  then 
the  vertebral  canal  should  be  opened  before  any  other  part  of 
the  body.  An  incision  is  made  in  the  middle  line  behind  from 
the  occiput  to  the  sacrum.  The  skin  and  muscles  are  reflected 
from  the  vertebrie,  the  arches  of  which  should  be  well  displayed. 
A block  is  placed  under  the  body  so  as  to  make  the  vertebral 
column  form  a convexity  posteriorly,  and  this  block  may  be 
shifted  upwards  or  downwards,  accoi’ding  to  circumstances. 
The  arches  of  the  vertebrae  are  sawn  through  a little  to  the 
inside  of  the  articulations,  or  after  sawing  them  partially  the 
division  is  completed  with  the  chisel  or  bone  forceps.  The 
arches  being  removed,  the  posterior  asj)ect  of  the  dura  mater  is 
exposed  and  its  condition  observed.  The  dura  mater  is  then 
divided  longitudinally  along  its  posterior  surface  by  means  of 
the  probeqiointed  scissors,  and  the  condition  of  the  j^osterior 
surface  of  the  cord  and  the  soft  membranes  observed.  The 
spinal  nerves  are  then  to  be  divided  outside  the  dura  mater  as 
near  as  possible  to  their  exits  from  the  spinal  canal,  and  the 
cord  then  removed,  beginning  with  the  cauda  equina.  In 
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removing  tlie  cord  it  is  well  to  take  hold  of  the  dura  mater 
rather  than  the  cord,  which  will  othex'wise  get  torn.  The 
medulla  oblongata  will  be  cut  transversely,  and  the  cord  thus 
removed  from  the  body.  The  anterior  aspect  of  the  dura 
mater  is  now  to  be  divided  longitudinally,  as  was  the  posterior. 
Then  the  cord  itself  is  examined  by  a series  of  transverse  in- 
cisions, which  ought  to  divide  the  cord  completely,  the  separate 
pieces  being  held  together  by  the  spinal  nerves  and  dura 
mater. 

It  is  not  necessary  to  give  any  special  directions  for  the 
examination  of  the  limbs.  Incisions  Avill  be  made  so  as  to 
expose  bones,  joints,  muscles,  nerves,  bloodvessels,  Ac.,  as  they 
may  be  required. 

Ex-\mixations  in  Private  Houses. — In  addition  to  what 
has  been  said,  it  may  be  added  that,  while  post-mortem  examina- 
tions are  most  conveniently  pei’formed  in  rooms  specially  ar- 
ranged for  the  purpose,  yet  it  is  often  necessary  to  do  them  in 
private  houses.  In  such  cases  the  operator  should,  before  be- 
ginning, see  that  everything  likely  to  be  required  is  present  in 
the  room.  It  is  important  to  have  a sufficient  supply  of  water 
and  various  vessels.  There  should  be  two  or  three  basins,  a 
pail  into  which  any  blood  or  bloody  fluid  can  be  poured,  and 
one  or  two  jugs  or  ewers  full  of  water.  Several  towels  should 
be  supplied,  and  some  old  cotton  cloth  which  can  be  used  for 
cleansing  or  for  protecting  the  carpet  and  articles  of  furniture 
from  being  soiled.  A sponge  is  also  very  useful. 

Structures  removed  for  detailed  Examination. — In  some 
cases  it  may  be  advisable  to  remove  portions  of  organs  for  more 
detailed  examination  afterwards,  or  in  order  to  submit  them  to 
a more  skilled  observer.  AThen  possible  such  structures  should 
first  be  examined  in  as  fresh  a state  as  possible,  and  if  the 
examination  cannot  be  done  on  the  spot,  the  structure  should 
be  carefully  j)laced  in  gutta-percha  tissue  or  other  waterproof, 
and  so  packed  as  to  prevent  evaporation  and  avoid  pressure. 
If  it  be  desired  to  preserve  jiarts  for  minute  microscopic  inves- 
tigation, they  may  be  hardened  in  alcohol  or  solutions  of  chromic 
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acid  or  the  chromates.  In  any  case,  but  especially  when  chromic 
acid  is  the  fluid  used,  the  structure  should  be  cut  into  small 
pieces,  and  the  fluid  should  be  so  abundant  that  no  two  pieces 
can  lie  in  contact.  This  is  very  specially  to  be  observed  in  the 
case  of  the  brain  and  spinal  cord.  The  j^ieces  in  this  case  should 
not  be  larger  than  the  terminal  joint  of  the  finger,  and  it  is 
well  to  leave  them  for  twenty-four  hours  in  alcohol  before 
placing  them  in  solution  of  chromic  acid.  When  it  is  proposed 
to  submit  these  parts  to  more  skilled  investigation  they  should 
be  forwarded  at  once,  and  in  the  alcohol,  the  further  process  of 
hardening  being  left  to  the  individual  investigator. 
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An = Anode,  219 
A.  S.  = Auricular-systolic,  500 
Abdomen,  disease  of  organs  there  pre- 
disposing to  melancholic  insanity, 
241 ; distension  with  wind,  330 ; 
pains  and  tenderness,  332 ; tumour 
from  pregnancy,  441 ; pains  in,  331 ; 
dropsy  of,  357  ; percussion  dulness 
in  ascites  (Fig.  40),  358 ; dulness  in 
ovarian  dropsy  (Fig.  41),  360 ; cystic 
accumulations  in,  360 ; colloid, 
in  abdominal  cavity,  300 ; exami- 
nation of,  for  tumours  after  tap- 
ping, 305 ; physical  examination  of 
(chai^ter  xvi.),  4(>0;  works  of  reference 
on  examination  of  abdomen  400 ; 
physical  examination,  513 ; regions 
(Fig.  82),  514;  contents  of  regions,  514; 
viscera  in  situ  (Fig.  83), 515;  inspection, 
515  : distension  and  retraction,  516 ; 
pigmentation,  510  ; white  lines,  516  ; 
dropsy,  517 ; movement  with  res^iira- 
tion,  517;  pulsation  visible,  517;  pal- 
pation, 518  : percussion,  519 ; men- 
suration, 519  ; auscultation,  520  ; 
auscultatory-percussion,  520 ; abdo- 
minal organs,  521;  liver,  521;  spleen, 
527  ; kidneys,  530;  pancreas,  532  ; 
stomach,  532;  intestines,  534  ; tym- 
panites, .535 ; ascites,  535  ; ovarian 
tumours,  537;  various  tumours,  538; 
localities  of  tumours,  539. 

Abducens  oculi,  157 
Abscess,  of  brain,  due  to  ear  disease, 
138 ; causing  paralysis,  179  ; pelvic, 
456;  abscess,  of  lung,  liver,  &c.,  see 
Lung,  Liver,  &c. 

Acarus  scabiei  (Fig.  18),  84 
Accommodation  of  eye,  range  of,  1.31  ; 
defects  with  age,  149 ; in  defects, 
149  ; strain  on,  149 ; paralysed,  149  ; 
asthenopia,  149 


Achorion  Schonleinii  (Fig.  20),  90 
Acid  fermentation  of  urine,  374 
Acidity  in  stomach,  329  ; of  urine,  374 
Acne,  81,  83,  88 
Addison’s  disease,  13,  105 
Adolescence,  diseases  of,  3 
.dEgophony,  481 
Ageing,  3,  19 
Ageustia  or  ageusia,  141 
Ague,  tertian,  temperature  in,  58 ; as 
cause  of  neuralgia,  183  ; of  si)lenic 
tumour,  530 

Air-bubbles  in  urine  (Fig.  56  d),  405 
Albinism,  105 

Albuminuria,  convulsions  due  to,  189  ; 
absence  of,  occasionally  in  renal 
dropsy,  355  ; tests  for  albumen,  382  ; 
heat  test,  383  ; nitric  acid  test,  384  ; 
estimation  of  quantity  of  albumen, 
385 ; signihcance  of  albuminuria, 
386;  due  to  pus,  blood,  &c.,  387,  390; 
in  acute  febrile  disease,  387 ; after 
scarlatina,  387 ; in  pregnancy  and 
puerperal  state,  387  ; in  chronic  chest 
disease,  388 ; in  dropsies,  388 ; in 
renal  disease,  388 ; in  nervous  dis- 
eases, .388 ; in  chronic  constitutional 
diseases,  389 ; after  blisters,  389 ; 
jiresence  and  absence  of  tube-casts, 
400 

Alcohol,  use  of,  importance  of,  in  case- 
taking, 43 ; influence  on  pupil,  128  ; 
cause  of  insanity,  231 ; alcoholic  in- 
sanity, various  forms,  236 
Algide  stage  of  cholera,  15 
Alkalinity  of  urine,  374  ; from  decom- 
position, 374  ; from  medicines,  375 ; 
volatile  and  fi.xed  alkali  in  urine,  374 
Alopecia,  83,  89 
Alphos,  81 

Alternate  squint,  120;  alternate  paraly- 
sis, 161 
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Amaurosis,  see  Blindness,  152 
Amblyopia,  152 

Amenorrlicea,  and  insanity,  233  ; primi- 
tive, 428  ; secondary,  430 
Ammonia,  in  breath,  test  for,  196 
Amnesia  or  Amnesic  ajdiasia,  173 
Amphoric,  breathing,  471;  phenomena, 
479  ; echo,  480 

Anaiinia,  12  ; with  bronzing,  13  ; venous 
murmur  in,  13  ; causes  of,  14 ; a cause 
of  vertigo,  202 ; blood  in,  14,  293, 
297  ; dropsy  from,  355  ; cardiac  mur- 
murs from,  509 

Anajsthesia,  tests  of,  143, 145  ; range  of, 
145 ; in  diphtheria,  hysteila,  and 
ataxy,  146  ; hemi-anaisthesia,  146  ; 
with  trophic  changes,  146 ; and 
neui'algic,  146  ; feeling  of  anajsthesia, 
154  ; and  paralysis,  163  ; distribution 
of,  163 ; hemi-anajsthesia,  163 ; in 
regions  of  special  nerves,  164  ; 
absence  of,  in  lead  and  infantile 
paralysis,  164  ; affecting  writing,  174  ; 
electricity  in,  220  ; hysterical,  test  by 
electricity,  221 
Analgesia,  146 

Anderson  (M‘Call),  on  classification  of 
skin  disease,  82 
Anasarca,  355 

Anemism,  in  retina,  134  ; treatment  by 
galvano-puncture,  211;  causing  laryn- 
geal affection,  159,  273,  280,  312 ; 
a cause  of  hiemoptysis,  280;  dulness  of, 
and  pulsation  in  chest,  493,  511 ; mur- 
murs due  to,  509  ; thoracic  aneurism, 
510 ; percussion  signs,  511  ; ausculta- 
tion, 512  : signs  at  back  of  thorax, 
513 ; conditions  simulating,  514 
Angina  pectoris,  272;  “angina  sine 
dolore,”  275 
Anorexia,  317 
Anosmia,  139 

Anthrax,  bacterium  in  blood,  297 
Aorta,  valvular  disease  of,  pulse  in, 
65  ; tracing,  09  ; aneurism  of,  tracing 
of  pulse  on  two  sides,  69  ; throbbing 
of  abdominal  aorta,  271  ; dulness  and 
pulsation  from  thoracic  aneurism, 
493  ; tremor  in  aneurism,  495  ; altera- 
tion of  heart’s  sounds  in  aortic  dis- 
ease, 498  ; aortic  murmurs,  area  of, 
507  ; murmurs  due  to  aneurisms  of, 
509. 

Aortic  cartilage,  497,  507 
Apex-beat  of  heart,  normal,  483,  485 ; 
obscured,  487  ; effect  of  respiration 
on,  487  ; exaggerated,  488  ; displaced, 
488  ; distinction  from  heave  of  right 
ventricle,  489 

Aphasia,  172  ; varieties  of,  173  ; causes 


I of,  174  ; with,  and  without  hemi- 
plegia, 174  ; from  embolism,  178 
Aphemia,  172 
Aphonia,  see  Voice,  loss  of 
Aphthaj,  79  ; on  tongue,  318,  320 
Apjohn’s  method  of  urea  analysis  (Fig. 
63),  418 

Apncea,  apparent,  275  ; see  Asphyxia, 
and  also  various  sections  under 
Dyspnoea 

Apoplexy,  see  Sudden  paralysis,  194  ; 

threatenings  of,  201,  205 
Appetite,  impaired,  inordinate,  per- 
verted, 317 
Arcus  senilis,  3,  119 
Area  of  cardiac  murmurs,  499,  508 
Areola  of  nipjde  in  pregnancy,  441  ; 
umbilical,  516 

Aretajus  on  phthisical  physiognomy,  17 
Ann,  pain  in  left  arm,  273 
Arsenic,  itching  from,  86  ; rash 
from,  87 

Ai'terial  degeneration,  groups  of  dis- 
eases allied  to,  47 ; rigidity  of 
arteries,  64  ; tracing  of  pulse  in,  69 
Arterial-diastolic  mui'murs,  509 
Artery,  survey  of  state  of,  64  ; rigidity, 
twisting,  kc.,  64;  increased  arterial 
tension  (tracing),  70  ; audible  pulsa- 
tion of,  154 

Articulation,  see  Speech 
Aryteno-epiglottidean  folds  in  larynx, 
308 

Ascaris  lumbricoides  vomited,  328  ; in 
motions,  338 

Ascites  357,  535;  percussion  dulness 
in  (Fig.  40),  358;  fluctuation  in,  359  : 
distinction  from  ovarian  dropsy. 
360 ; causes  of  ascites,  361 ; peri- 
tonitis, 361  ; tabes  mesenterica.  362  ; 
portal  obstruction,  cirrhosis,  throm- 
bosis, cancer,  kc.,  362,  364  ; exami- 
nation of  fluids,  365 
Asphj-xia,  galvanism  for,  223 ; see  also 
various  sections  under  Dyspnoea 
Asthenopia,  149 

Asthma,  cause  of  insanity,  239  ; car- 
diac, 268  ; see  also  various  sections 
on  Dysjuicea,  263 

Astigmatism,  130,  131 ; cause  of  strain 
on  eyes,  149 

Asylum  treatment  in  insanity,  question 
of,  260 

Ataxy,  locomotor,  gait  in,  27  ; anajs- 
thesia in,  146  ; sense  of  temperature, 
146  ; sense  of  weight,  147  ; diplopia 
in,  148  ; walking  in,  167,  169,  170. 
171 ; ataxic  aphasia,  173  ; influence  of 
sexual  excesses  in  causing  ataxy,  ISO; 
distinction  from  general  paralysis,  250 


INDEX. 


5G1 


Atheroma  of  cerebral  vessels  as  a cause 
of  hemiplegia,  178 
Athetosis  (Hammoiid’s),  1C7 
Atrophy,  of  tissues,  with  hypertrophy, 
t) ; phthisical,  10  ; of  skin,  83  ; of 
optic  nerve,  133,  131 ; of  parts  with 
ana;sthesia,  IIG  ; of  muscles,  180,  181 
Atropine,  rash  from,  88  ; influence  on  I 
pupil,  12(5.  127,  128 

Auditoi-j'  nerve,  testing  of,  159,  (130, 
and  153) 

Aura  epileptica,  185 
Aural  speculum,  examination,  &c.,  130 
Auricle,  visible  pulsation  in,  490 
Auricular-systolic  murmur, 500  (Fig.  75), 
501 

Auscultation  of  pregnant  uterus,  442  ; 
pulmonary,  472  ; breath  sounds, 
natural  and  abnormal,  474  ; rdles, 
477 ; metallic  and  amphoric  signs, 
479  : vocal  resonance,  481 ; of  heart’s 
sounds,  490,  tl  scq. ; murmurs,  499, 
ct  scq. ; of  aneurisms,  512  ; of  abdo- 
men, 520 

Auscultatory-percussion,  520 
Auto -laryngoscopy,  Foulis’s  method, 
307  : Johnson’s,  308 

Automatic  actions  in  hemiplegia,  100  ; 

in  e])ilepsy,  180,  239 
Autophagj%  5 
Autophonic  resonance,  482 
Autopsy,  see  I’ost-mortem  examination, 
chap.  xvii. 

Axilla,  how  temperature  taken  in,  51 ; 
as  compared  with  vagina  in  collapse, 
00 

Bacillus  anthracis,  297  ; bacillus  sub- 
tilis,  297 

Backache,  in  fever,  71 : various  causes 
of,  207  ; see  Mensti-uation,  Dysmenor- 
rhcea,  &c. , and  other  parts  of  chapter 

XV. 

Bacteria  in  blood,  290 ; in  urine,  403 
Balancing  of  bo<ly,  unsteadiness  in,  107; 
testing  of,  108  : relationship  of  sight 
to  balancing,  170 
Baldness,  89 

Balfour,  (Dr.  Geo.,)  on  so-called  hoemic 
murmurs,  500 
Ballottement,  442 
Barking  cough,  281 
“ Barrel-shaped  ” chest,  403 
Basedow’s  disease,  see  Exophthalmic 
goitre 

Bateman,  'Willan  and,  78 
Batteries,  various  forms,  208  ; battery 
current,  209 

“Bearing-down’’  pains,  4.36 
Becker-Muirhcad’s  elements,  208 


Beer,  use  of,  (case-taking,)  44 
Belladonna,  rash,  88 ; influence  on 
pupil,  120,  127,  128 
Bell’s  paralysis,  see  Facial  ner\’e  (157) 
Bell  sound  in  auscultation,  480 
Bile,  vomited,  328  ; in  motions,  330  ; 
inspissated,  see  Gall-stones ; bile  in 
urine,  413  ; bile-pigment,  413  ; biliary 
acids,  414 

Bismuth,  cause  of  bad  smell,  153,  321; 
test  for  sugar,  382 

Black  spit,  283;  black  vomit,  327:  black 
stools,  330  ; black  urine,  370 
Bladder,  paralysis  of,  175  ; reflex  ]>ar- 
alysis  from  disease  of,  177;  electricity 
in  jjaralysis  of,  223 ; distension  of, 
simulating  ascites,  &c.,  359;  epi- 
thelium from,  401,  402  ; distension  of, 
causing  tumour,  538 
Blebs,  79 

Bleeding  from  nose,  &c.,  with  whooping 
cough,  279 : from  various  parts,  see 
section  on  Ha;morrhages,  289 
Blepharospasm,  129 
Blindness,  152 
Blisters,  79 

Blood,  in  an.-emia,  14  ; in  01)010111,  10 ; 
in  leukajmia,  109 ; in  gout,  test  for 
uric  acid,  115  ; blood  crystals,  284  ; 
blood  in  spit,  285,  287  ; vomiting  of, 
from  lungs,  285  ; various  forms  of, 
280  : losses  of,  289  ; examination  of 
blood,  292  ; buffy-coat  of  blood.  292  ; 
in  leukajmia  and  anasmia,  method  of 
examination  by  microscope,  293  ; by 
haiinochromometre,  297  ; relative  es- 
timation of  white  corpuscles,  2ft4  ; 
counting  absolute  number,  29-4  ; Ma- 
lassez’s  method,  294  ; Hayem  and 
Nachet’s  method,  295 ; Gowers' 
method, 295;  estimation  of  total  white 
and  red  coriniscles,  295,  290  ; white 
coqiuscles,  variation  in  size,  295 ; 
changes  in  shape  of  red  corpiiscles, 
290 : fragments  of  protoplasm  in 
blood,  290 ; small  coloured  cells  in 
bloorl  and  increased  size  of  red  cor- 
puscles in  anajmia,  290 ; jiernicious 
aniemia,  290;  living  organisms  in 
blood,  296  : bacillus  anthracis,  spirill-,i 
of  relapsing  fever,  filaria  sanguinis, 
297 ; vomiting  of,  from  stomach,  327  ; 
from  bowels,  336  ; passed  in  urine, 
389 ; blood  corpuscles  in  urine  (Fig. 
44),  390;  guaiac  test  for  blood  in 
urine.  391 ; blood-ca.sts  (renal),  399  ; 
resemblance  of  spores  to  blood  cor- 
■ puscles,  403.  See  also  Hremorrhiiges 
; Blueness  of  face  in  dyspnma,  274 
1 Body-weight,  5 (see  "Weight) 
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Eoil,  82,  83 

Bones,  affections  of,  in  syphilis,  111 
Bowels,  paralysis  of,  175  ; obstruction 
of,  simulated  by  paralysis,  171  ; elec- 
tricity in  paralysis  of,  223  ; disorder 
of,  and  vomiting,  324;  flatulence,  329; 
state  of  bowels,  and  pains  in  bowels, 
331,  335  ; motions  from,  335 ; signifi- 
cance of  constipation  and  diarrhoea, 
341 ; physical  examination  of  intes- 
tines, 534.  (See  also  Tympanites, 
Ascites,  &c.) 

Brain,  affected  from  ear,  138 ; signs  of 
disease  fi’om  ophthalmoscope,  135 ; 
galvanising,  222  ; abscess  and  tumour 
of,  causing  paralysis,  179  ; affections 
causing  sighing  respiration,  275.  (See 
also  Cranial  nerves.  Hemiplegia,  Con- 
vulsions, Aphasia,  Coma,  &c.) 
Breast-pang,  see  Angina  pectoris 
Breasts,  see  Mammas 
Breath,  coldness  of,  15;  foulness  of,  321 
Breath-sounds,  see  Eespiratory  murmur 
Breathing,  labour  in,  260;  altered 
rhythm  of,  275;  sighing  or  suspirious, 
275.  (See  chapter  ix.  passim) 
Bright’s  disease,  arterial  tension  (trac- 
ing), 70  ; lesions  of  retina,  134;  con- 
vidsions  in,  188  ; albuminuria  in,  388 
Bromide  of  potassium,  rash  from,  88 
Bronchial  breathing,  475,  477 
Bronchial  phthisis,  279 ; bronchial 
glands  affected,  280 
Bronchitis,  catarrh  in  fevers,  72 
Bronchophony,  481 
Bronchorrhoea,  284 
Bronzed  skin,  13,  105 
Bruit  de  diable,  510 
Bruit  de  pot  fele,  472  ; (for  cardiac, 
artei'ial,  and  venous  bruits,  see 
Murmurs) 

Broad  ligament,  inflammation  of,  454 
Bronchi,  foreign  bodies  in,  causing  cough 
and  simulating  phthisis,  281  ; dilata- 
tion of,  from  same  cause,  281 
Bubbling  rfiles,  478 
Buccinator,  paralysis  of,  156,  158 
Buchanan  (A.  B.)  on  classification  of 
skin  disease,  83 

Bulbar  paralysis,  progressive,  159 
Bullae,  79 

Bunsen’s  battery,  208.  See  Stohrer’s 
also 

Cachexia,  17 ; cachexiae  and  pjrexiae, 
18;  scrofulous  or  strumous,  19;  gouty, 
19  ; cancerous,  20  ; dropsical,  20  ; 
rheumatic,  20;  rickety,  20;  syphilitic, 
22 

Casrulean  disease,  274 


Calabar-bean,  influence  on  i)u;nl, 127,128 
Calcareous  masses  in  sjnt,  284 
Calculi,  biliary,  see  Gall-stones  ; urin- 
ary calculi,  analysis  of,  412 
Caligraphy,  see  IViiting 
Callositas,  83 

Cancer,  cachexia  in,  20 , increase  of 
white  corpuscles  in  blood,  293;  “ can- 
cer cells  ” in  vomited  matter,  328 ; 
cancer  of  womb,  456 
Cantharides,  a cause  of  bloody  urine  and 
strangury,  392 

Carbolic  acid,  effect  on  urine,  376 
Carbonate  of  lime,  410 
Cardiac  dyspnoea,  268,  269 ; cardiac 
asthma,  268,  (see  Heart) 

Caries  of  teeth,  345 
Car2)hologia,  25 

Cari)o-pedal  si)asm,  191 ; oedema  of 
hands  and  feet,  with,  357 
Cartilages,  laryngeal,  inflammation  of, 
311 

Caseine,  2)reci]ntation  of,  from  urine  by 
acetic  acid,  385 
Case-taking,  33 

Casts,  of  larynx,  of  trachea  and  bronchi 
expectorated,  284;  of  gastric  follicles, 
329  ; of  renal  tubes,  see  Tube-casts 
Catalejisy,  190,  195 
Catamenia,  see  Menstniation 
Cataract,  150 

Catarrh,  bronchial  in  fevers,  72,  280 ; 
post-nasal,  causing  cough,  280 ; of 
fauces,  300;  of  larynx,  309;  catarrlial 
jaundice,  351 

Catheter,  shiverings  from  passing,  24 
Cauliflower  excrescence  from  uterus, 
457 

Cauteiy,  galvanic,  211 
Cavernous,  resinration,  477 ; pheno- 
mena, 479 ; rale,  478 
Cellulitis,  i>elvic,  449 
Cerebellar  disease,  staggering  in,  27, 
167 

Cerebral  nerves  (see  neiwes,  118) ; cere- 
bral resi)iration,  276 
Cervix,  see  Uterus 
Chalk-stones  in  gout,  19,  116 
“ Change  of  life,”  434  ; insanity  at,  233 
Charbon,  bacterium  in  blood,  297 
Cheek,  jjaralysis  of,  158,  lividity  of,  274; 

induration  from  congestion,  274 
Cheesy  masses  in  spit,  284 
Cheloid,  83 

Chemical  effects  of  electricity,  211 
Chest,  iiain  in,  263,  271,  272  ; unilateral 
changes  in  shape,  465  ; movements  of 
466;  ]}alpation,  467 ; mensuration,  467 ; 
jjercussion,  469  ; auscultation,  (see 
Lungs, Heart);  chest-rule,469;  idiysical 
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examination  of  (chapter  xvi.),  4G0; 
regions  of,  4G0 ; works  of  reference 
on,  4()0 ; inspection,  4C1;  shape,  4(52 ; 
table  of  circumferences  and  diameters, 
4G2;  tracings  of  healthy,  “pigeon- 
breast,”  rickety,  emphysematous, 
and  distorted  chests  (Figs.  G4-GS),  4G3, 
4G5 

Cheyne-Stokes  respiration,  275 
Chicken-pox,  79,  9G;  see  Varicella 
Childhood,  physiognomj'  of,  disease  in, 
291 ; history  of  illnesses  in,  40 
Chilliness,  in  fever,  71,  1-55 
Chloral,  influence  of,  on  pupils,  128 
Chlorides,  in  urine,  414 ; in  fluid  from 
hydatid  cysts,  3GG 

Chloroform,  influence  on  pupils,  128 ; 
chloroform  j)oisoiiing,  electricity  for. 


Chlorosis,  13 

Choking,  in  general  paralysis,  2-18;  sound 
of,  in  dysi)ncea,  273 

Cholera,  collapse  in,  15  ; blood  in,  IG  ; 

lividity  in,  275;  cholera  inf.antum,  342 
Cholesterine,  in  spit,  287 ; obtained 
from  gall-stones,  353;  in  ovai'ian  Guids 
(Fig.  43),  3G7;  in  urine,  411 
Chorda  tympani  neiwe,  142,  157 
Chorea  and  paralysis,  IGG ; hemi-chorea, 
IGG,  197  ; post-hemiplegic,  1G7  ; and 
aphasia,  174  ; choreic  twitching,  197; 
features  of,  197 ; local  chorea,  198 
Cliromopsia,  151 

Chyluria,  filariain  blood,  297;  coagulum 
in  urine,  378 
Cicatrix,  83 

Ciliary  muscle,  see  Accommodation 
Circular  insanity,  245 
Circulatory  system,  in  c.ase-t.aking,  38, 
chapter  ix.  on  disorders  of,  2G2;  works 
of  reference  on,  262  ; (see  also  Pulse, 
chapter  iii.) 

Circumvallate  papillro  enlarged,  320 
Cirrhosis,  see  Liver,  Luns 
Clavns,  83 

Clayey  motions,  336,  350 
Clicking  r:\le,  478 

Climacteric  period,  insanity  at,  233  ; 
section  on,  4.34 

Climbing,  cause  of  dj-spncca,  269 
Clonic  convulsions,  186 
Coccyx,  position  of,  445 
Cockle-shaped  cnists,  82 
Coffee-grounds  vomiting,  .326,  327 
Cog-wheel  resinration,  47G 
Cohn  on  “spirochmte  Obermeieri,”  297 
Coil,  importance  of,  in  batteries,  209 
Coldness,  in  collapse,  15;  feeling  of,  155; 
of  limbs,  15-5 ; of  limbs,  galvanism  for, 
223  ; of  tongue,  321 


Colic,  333;  biliary,  352 
Collapse,  of  cholera,  15;  in  peritonitis 
and  perforation  of  bowel,  IG;  collapse 
temperature,  GO 

Colour,  spectra  with,  151 ; colour-blind- 
ness, 151 

Colour  of  urine,  Vogel’s  table,  375 
Coma,  in  fevers,  24;  ComavujU,  25  (see 
also  Unconsciousness) ; causes  of  coma, 
195 ; complications  with  paralysis, 
convulsion,  and  fever,  195,  196; 
urmmic,  195 
Comedones,  83 

Conjunctiva,  yellowness  of,  118,  350; 
suffusion  and  congestion  of,  119,  230  ; 
hn-morrhages  in,  291 
Communicans  noni,  160 
Commutator  for  reversing  currents,  216 
Compasses,  test  of  tactile  sense  by,  144 
Complications,  effect  on  temperature,  GO 
Conidia,  90 

Consciousness,  in  paralysis,  1()3;  in  fits, 
187 ; in  hysteria,  189,  190 ; loss  of,  in 
paralysis,  194 

Constant  current,  electricity,  209 
Constipation,  as  sign  of  paralysis,  175  ; 
various  forms  of,  331;  significance  of, 
341 

Constriction,  of  body,  feeling  of,  155 ; 
of  chest,  272 

Contagion  in  cutaneous  eruptions,  86 
Continuous  current  (electricity),  209; 

interruption  of,  216,  218 
Contraction  of  limbs,  166 
Convalescents,  temperature  of,  61 
Convergence  of  eyes,  strain  on,  149 
Convulsions,  in  fevers,  72 ; of  ocular 
muscles,  129  ; of  muscles  of  neck,  159 ; 
unilateral  and  hemiplegic,  IGG  ; nod- 
ding convulsions,  193,  1G8;  “s.alaam,” 
168  : unilateral  in  aphasia,  174  ; sec- 
tion on  convulsive  fits,  185  ; e])ilej)ti- 
form,  186 ; tonic  and  clonic,  186  ; 
unilateral  and  local,  186  ; in  apoplexy, 
187 ; in  hysteria,  187 ; in  rickets  and 
laryngismus,  188,  279;  in  acute  fevers, 
&c.,  188 ; in  brain  diseases,  188  ; from 
worms,  teething,  stomach  derange- 
ment, &c.,  188;  in  diarrlima,  188; 
puerperal,  189 ; in  Bright’s  disease, 
189;  local  or  partial,  190  ; “Jackson- 
ian,” 190;  carpo-ped.al  spasms  in,  191 ; 
convulsive  tic,  193 ; in  insanity,  237, 
2.38 

Cooing  sounds  in  auscultation,  478 
Cop.aiba,  rash  from,  89 
Copper  test  for  sugar,  378 
Cord-like  constriction  of  trunk,  155 
Cords,  vocal,  308 ; false  cords  in  larynx, 
308 
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Cornea,  opacities  of,  119 ; ulcerations 
with  anajstliesia,  14G 
Cornu,  83 
Corpulence,  9 

Corpuscles,  red  and  white,  see  Blood 
Cotton  fibres  in  urine  (Fig.  5(ia),  405 
Cougii,  section  on,  277;  stomach  cough 
and  reflex  cough,  278 ; imperfect 
closure  of  glottis  in  some  laiyugeal 
coughs,  277,  313;  in  whooping  cough, 
278  ; paroxysmal,  278,  279  ; witli 
vomiting,  279 ; with  bleeding  from 
nose,  &c. , 279  ; in  bronchial  phthisis, 
280 ; in  measles  and  influenza,  280 ; 
from  irritation  or  disease  of  throat 
and  larynx,  280  ; barking  and  brassy, 
281 ; hoarse  croupy  cough  in  croup 
and  diphtheria,  281;  sometimes  hoarse 
in  thoracic  anenrism  and  pericarditis, 
280,  282 ; from  foreign  bodies  in 
larynx,  trachea,  or  bronchi,  281 ; 
absence  of,  in  certain  pulmonary  affec- 
tions, 277,  282 ; alteration  of,  from 
laryngeal  affections,  312,  313 
Cracked-pot  sound,  472 
Cramp,  in  limbs,  166 ; writer’s,  175  ; in 
legs  and  limbs,  191 

Cranial  nerves,  testing  of,  118,  155  (see 
Nerves);  paralysis  of,  in  squint,  125  ; 
affected  in  syphilis,  179 
Crepitus  and  crepitant  r5,le,  479 
Ci’isis,  temperature  in,  59;  diseases 
characterised  by  sudden  crisis,  59; 
pseudo-crisis,  60 

Crossed  diplopia,  123;  crossed  paralysis, 
161 

Croup,  281;  false  croup,  281 
Crowing  inspiration,  184,  273,  279 
Crusting  (in  skin  diseases),  82;  in 
syphilis,  106 

Crystals  in  siratum,  287 ; deposit  of,  in 
urine,  404 

Currents,  of  various  kinds  from  bat- 
teries, 208,  209;  labile  currents,  217; 
descending  (electrical),  221 
Cup-shaped  crusts,  82 
Curving  of  nails,  107 
Cusco’s  speculum,  451 
Cutaneous  eruptions,  76,  (see  also  Skin) 
Cutis  anserina,  22,  155 
Cyanosis,  274  ; tongue  in,  321 
Cylinders  renal,  see  Tube-casts 
Cyrtometcr,  462;  tracings  bj',  463,  465 
Cystine,  410 

Cysts,  83;  fluid  accumulations  in  abdo- 
men, 360;  parasitic  hydatids  (Fig. 42), 
365 

Daltonism,  see  Colour-blindness 
Daniell’s  battery,  208 


Deafness,  136  ; noises  in  the  ear  with, 
and  giddiness  with,  153 
Death,  temperature  before,  high  and 
low,  56 ; variations  in  temperature,  60 ; 
sense  of  dying  in  angina,  272  ; examin- 
ation of  body,  post-mortem  (chapter 
xvii. ),  542 

Defecation,  ijainful,  335 ; straining, 
335  ; pain  in,  from  uterine  disorder, 
437 

Deglutition,  see  8th  and  9th  nerves, 
159,  160  ; spasms  of,  194 ; affected  in 
general  paralysis,  248 ; swallowing 
affected  from  state  of  tongue,  321 
Delirious  mania,  acute,  231 
Delirium,  in  fever,  24,  72  ; features  of, 
198 ; and  mania,  199,  203 ; in  in- 
temperance, 199 ; with  sleeplessness, 
203  ; diagnosis  of  insanitj’,  and 
delirium,  255 
Delirium  tremens,  199 
Delusions,  definition  of,  226 
Dementia,  from  alcohol,  236  (see  also 
Mania,  Melancholia,  Monomania)  ; 
paralytic  dementia,  247,  249;  section 
on  various  forms,  251 ; senile,  251  ; 
organic,  252  ; acute  or  primary,  253  ; 
resemblance  to  melancholy  with 
stupor,  253 

Dentition,  first,  343 ; disorders  of,  343  ; 

second,  344 
Dermatitis,  83 

Desquamation,  82 ; in  scarlatina,  94  ; 

of  epithelium  from  tongue,  320 
Deviation,  primary  and  secondary  in 
squint,  120  ; conjugate  or  lateral  de- 
lation of  eyes,  130  ; of  head,  130 ; of 
tongue,  160 
Dexio-cardia,  488 
Diabetes  insipidus,  373 
Diabetes  mellitus  (see  Sugar  in  urine), 
378 

Diagnosis,  physical  (chapter  xvi.), 
460 

Diaphragnt  in  respii-ation,  466 
Diarrhoea,  331 ; significance  of,  341 
Diathesis,  2 ; rheumatic,  20  ; insane, 
(see  Temperament,)  231;  haemorr- 
hagic, 291 

Dicrotism  in  pulse,  65,  68 
Digestive  system,  in  case-taking,  38 ; 
disturbance  of,  in  fever,  71 ; cha])ter 
xi.  on  disorders  of,  316  ; works  of 
reference  on,  316 ; appetite,  317 ; 
thirst,  318  ; tongue,  318  ; vomiting, 
321  ; flatulence  and  hiccup,  329; 
state  of  bowels  and  abdominal  pain, 
331 ; worms,  338 ; appearance  of 
motions,  335  ; significance  of  consti- 
pation and  diarrhoea,  341  ; teeth  and 
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glims,  3t3;  jaundice  and  dropsy 
(chapter  xii.),  349 

Diphtheria,  glands  in,  110 ; occasional 
rash  in,  91;  laryngeal,  causing  cough, 
281 ; affection  of  throat,  301;  dis- 
tinction from  muguet,  302 
Diplopia,  120,  122  ; relation  of  images 
in,  122  : “direct”  or  ‘‘homonymous” 
and  “ crossed,”  123 ; variations  of 
diplopia  with  paralysis  of  special 
muscles  (table),  124,  125 ; diplopia 
monocularis,  artificial  pupil,  &c., 
147 ; binocularis,  147 
Dipsomania,  237 
Direct  murmurs,  .501 
Disc,  optic,  choked  disc,  &c.,  see  Optic 
nerve 

Discolouration  of  skin,  various  causes, 
103,  104 

Diuresis,  see  Urine,  quantity  of 
Diurnal  range  of  temperature,  54 
Double  vision,  see  Diplopia 
Douglas’s  pouch,  inflammation  of,  447, 
449,  451,  456 

“Down-bearing”  pain,  436 
Dreams,  disturbed,  204  ; of  terror,  204; 
in  mania,  229 

Dropsy,  cachexia  of,  20  ; chapter  xii. 
on  dropsy,  349,  355  ; works  of  refer- 
ence on,  349;  concurrence  of  jaundice 
and  dropsy,  352 ; anasarca  ami 
<odema,  355;  “pitting”  in,  355; 
renal  drojisy,  occasionally  without 
albuminuria,  .355 ; anremic  dropsy, 
355  : tedema  of  feet,  356 ; oedema  of 
upper  part  of  body,  356  ; of  hands 
and  feet  in  children,  357  ; abdominal 
dropsy,  357 ; of  abdominal  parietes, 
357 ; of  peritoneum,  357 ; ovarian 
dropsy  and_  encysted  fluids,  360; 
causes  of  ascites,  361;  peritonitis  with 
effusion,  361;  tabes  mesenterica,  362; 
portal  obstruction,  362 ; from  'cir- 
rhosis, 363;  thrombosis  of  portal  vein, 
363  ; in  cancer,  364  ; from  enlarged 
spleen,  364;  examination  of  dropsical 
fluids,  365  ; albuminuria  in,  388 
Drunkenness,  and  insanity,  236 ; mis- 
taken for  insanity,  257 
Drysdale’s  ovarian  cells,  367 
Diichenne,  emporte-picco  histologique, 
165 

Duck-bill  speculum,  452 
Dulness,  see  I'ercussiou 
Dumbness,  see  Speech 
Dumb-bell  crystals,  406,  410 
Duskiness  of  face,  274 
Dynamometer,  165 

Dysmenorrhoea,  432  | 

Dysphagia,  see  Deglutition,  difficulty  in 


Dyspnoea,  section  on,  263 ; rapidity  of 
breathing,  264;  laborious  breathing, 
266  : suddenness  of  dyspnoea,  267  : 
mechanical  causes  of  dyspmea,  267 ; 
cardiac  dyspnoea,  268;  orthopnoea, 
268 ; with  hurrying,  climbing,  and 
excitement,  269;  cause  of  thoracic 
pain,  271 ; with  palpitation,  272 ; 
noise  emitted  in,  273  ; lividity  in, 
274 ; altered  rhythm  of  breathing, 
275 ; nervous,  hysterical,  and  renal, 
275 ; in  pregnancy,  276 

Ear,  bead-like  nodule  in  gout,  116 ; 
works  of  reference  on  ear,  118  ; ex- 
amination of  ear,  136 ; discharges 
from,  137;  suppuration  from,  as  cause 
of  cerebral  abscess,  and  meningitis, 
and  pyasmia,  138  ; noises  in,  153  (see 
also  Tinnitus  aurium) ; vertigo,  201 ; 
galvanism  for  .affections  of  ear,  223 ; 
h^niatoma  auris  in  general  paralysis, 

Ecchymosis,  103 ; in  tongue,  321 
Echinococci  (Fig.  42),  366 
Echo,  amphoric,  480;  of  heart’s  sounds. 
499,  509 

Eclampsia,  see  Epileptiform  convul- 
sions 

Eclampsia  nutans,  168,  193 
Ecthyma,  80,  83 
Eczema,  79,  83 

Eichorst,  on  small  coloured  cells  in 
blood  in  pernicious  an.-emia,  296 
Eighth  nerve,  159 

Electricity  and  electric.al  instruments, 
chapter  vii.  p.  208;  works  of  reference 
on,  208;  methods  of  application,  211, 
thermic  and  chemical  effects,  211 ; 
electrolysis,  211 ; action  on  muscles, 
211;  Ziemssen’s  motor  points  (with 
figures),  212 ; difference  in  action  of 
galvanic  and  faradic  current,  218 ; es- 
timate of  activity  and  formulaj  used 
in  testing,  219  ; action  on  sensory 
nerves,  220 ; application  for  rheuma- 
tism. 221 ; for  neunilgia,  221  ; for 
nervous  centres— brain,  spinal  cord, 
sympathetic,  222  ; for  improving  nu- 
trition, 22.3  ; for  special  organs — eye, 
ear,  larynx,  phrenic  nerve,  bowels' 
bladder,  uterus,  penis,  &c.,  233,  224  ; 
di.agnostic  signi6cance  of  tests,  224  ’; 
electrical  formuL-e,  219,  220;  delusions 
of  insane  regarding  electrical  agents, 
24b 

Electro-magnetic  instruments,  209 
Elements,  galvanic  names  of,  208 
Elephantiasis,  82,  83 
Emaciation,  5 ; a feature  in  mania,  230 
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Embolism,  of  retina,  133 ; of  cerebral 
arteries,  causing  hemiplegia,  &c.  ,178; 
in  chorea,  108  ; of  pulmonary  artery, 
a cause  of  dyspnwa,  207  ; a cause  of 
inilnionary  abscess,  284 
“ Embonpoint,”  8 
Emesis,  see  Vomiting 
Emotions,  variations  of,  in  paralysis, 
162,  163,  168  ; intlucnce  in  producing 
speech  in  aphasia,  173  ; disturbance 
in  hysteria,  189 

Empliysema,  chest  distorted,  464  ; dis- 
placement of  heart  and  liver  (Fig.  84), 
523 

Emporte-picce  histologique  (Duchenne), 
165 

Emprosthotonos,  193 
Empyema,  bursting  into  lung,  284 
Endo  - metritis,  endo  - cervicitis,  see 
Uterus 

Enteric  fever,  rise  of  temperature  in 
(diagram  of),  57 : period  of  incubation, 
93  ; liability  to  second  attack,  93  ; 
eruption,  100 
Enuresis,  176 

Epiglottis,  as  seen  in  larynx,  308 
Ephelis,  83 

Epigastric  region,  and  contents,  514  ; 
pulsation  in,  489,  517;  tumours  in, 
540 

Epilepsy,  description  of  typical  attack, 
185;  hystero-epilepsy,  187;  “Jack- 
sonian,” 190  ; relation  to  insanity  and 
idiocy  in  family  history,  259  ; rela- 
tion to  menstruation,  438 
Epileptic  hemiplegia,  106,  186 
Epileptic  mania,  186,  238,  261 
Epileptiform  convulsions,  ISO 
Epistaxis in  hooping-cough,  279;  various 
causes  of  epistaxis,  290 
Epithelial  tube-casts,  397  (Fig.  47«),  398 
Epithelioma,  83 

Eihthelium,  renal,  resembling  pus,  394, 
400 ; various  kinds  of  epithelium 
in  urine,  400 ; renal,  400  (Fig.  49), 
401 ; epithelium  from  bladder,  ureter, 
pelvis  of  kidney  (Fig.  50),  401,  402  ; 
tailed  eiuthelium,  402 ; squamous, 
vaginal  (Fig.  51),  402  ; from  uterus  in 
leucorrhoea,  435 

Erb,  on  reaction  of  degeneration  of 
muscles  (electricity),  219;  formuhu 
of  muscular  action,  220 
Erotomania,  233 

Eruptions,  in  fevers,  72,  73  ; cutaneous, 
76  ; distribution  of,  83  ; elementary 
lesions  in,  78 ; secondary,  82  ; con- 
stitutional disturbance  in,  84 ; causes 
of,  86  : febrile  eruptions,  91  ; syphi- 
litic, 106 


Eustachian  tubes,  examination  of,  137, 
138 

Erysipelas,  79,  83  ; period  of  incubation, 
93  ; liability  to  second  attack,  93  ; 
eruption  of,  102  ; in  infants,  102  ; in 
dropsy,  102 
Erythema,  78,  83,  102 
Examination  and  reporting  of  medical 
cases  (chai)ter  ii.),  33;  post-mortem 
examinations  (chapter  xvii.),  .542 
Exanthemata,  as  a class  (Willan),  78 
Excitement,  cause  of  dyspncea,  269 
Exophthalmos,  119  ; exophthalmic  goi- 
tre, 119 ; and  insanity,  240  ; albu- 
minuria in,  400. 

Expectoration,  section  on,  282  ; how 
collected  and  examined  as  to  quantity, 
colour,  smell,  tenacity,  &c. , 282 ; in 
health,  283  ; black  colour,  283  ; frothy 
mucus,  283 ; 2mrulent,  283  ; fibrinou.s 
shreds,  284 ; cheesy  masses,  284  ; cal- 
careous masses,  284  ; hydatids,  285^^; 
of  blood,  285 ; nisty  expectoration,  285; 
“ jirune  juice,”  286  ; like  red  currant 
jelly,  286  ; microscoiuc  examination 
of,  crystals  in,  287 ; lung  tissue,  288 ; 
how  to  search  for  lung  tissue  in,  288  ; 
absence  of,  in  certain  pulmonary  affec- 
tions, 286 

Expiiatory  murmur,  normal,  475  ; pro- 
longed, 476 

External  division  in  case-taking,  35 
Eructations,  329 
Extra  current  (electneity),  210 
Eye,  examination  of  symiitoms  con- 
nected with,  118;  works  of  reference 
on,  118;  protrusion  of  eyeball,  119; 
eyelids,  inability  to  close,  119;  drooi) 
of,  119  ; jiaralysis  of  ocular  muscles, 
120;  functions  of  muscles,  123;  clinical 
significance  of  ocular  imralysis,  125; 
convulsive  movements  of  muscles, 
129;  conjugate  deviation  of  eyes,  130; 
02>tical  def  ectsof , 130 ; ophthalm  oscoino 
examination,  132;  subjective  disoi'ders 
of,  147;  strain  on,  149;  inq>ort.ance 
of  eyesight  in  balancing  and  walking 
in  ataxy,  170;  galvanism  for  affections 
of  eye,  223. 

Eyelids,  jiar.alysis  of,  27,  119,  126, 158 ; 
convulsive  movements,  129 

Face,  jiaralysis  of,  see  Facial  nerve,  157 
pallor  o^  in  epilepsy,  185;  local 
sp.asmsof  facial  muscles,  192;  flushing 
and  lividity,  194,  274 
Facial  nerve,  testing  of,  157  ; paralysis 
of,  action  of  two  kinds  in  electiicity, 
218  (see  preceding  entries) 

Facies  Hippocratica,  16 
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Fwcal  vomiting,  .‘?27  I 

Fajces,  appearance  of,  (see  Motions,  335;  i 
state  of  bowels,  331) 

Fall  of  temperature,  before  death,  56;  , 
in  crisis,  58;  fallacies  in  judging  of, 
59  ; 

Family  history,  44  ; importance  of,  in  j 
acute  diseases,  48;  inferences  from, 
48;  fallacies,  49;  in  insanity,  259 
Fainting  fits,  185;  in  uterine  disoi-ders, 
438 

False  croup,  281;  false  cords  in  larynx, 
308 

Faradic  current,  209  ; use  in  exciting 
muscles,  214;  different  action  from 
galvanic,  218;  tests,  224 
Fatty  acids  in  vomited  matter,  .328; 
fatty  matter  in  motions,  340;  fatty 
tube-casts  (Fig.  48«),  399 
Farcy,  affection  of  glands  in,  110 
Fauces,  examination  of  (chapter  x.), 
298;  method  of  inspection,  298;  mor- 
bid appearances  in,  300;  catarrh  of, 
300;  scarlatina  affecting,  300;  dii)h- 
theria  affecting,  301;  ulcers  in,  302; 
phlegmonous  inflammation  of,  302; 
syphilis  affecting,  303;  destruction  of 
tissue,  303;  irritation  of,  causing 
vomiting,  324 

Favus,  82,  83,  89;  parasite  in  (Fig.  20), 
90;  of  nails,  107 

Feathers  in  urine,  (Fig.  56/),  405 
Feet,  swelling  of,  in  infancy,  191  (see 
also  Dropsy);  inversion  of  feet  in 
infancy,  191 

Fehling’s  copper  test  solution  for  sugar, 
379 

Female  organs,  disorders  of  (chap,  xv.), 
425 

Fenwick,  (Dr.),  on  detection  of  lung 
tissue  in  sputum,  288 
Ferguson’s  speculum,  451 
Fennentation  in  vomited  matters,  327; 
in  stomach,  lactic,  butyric,  and  alco- 
holic, 330;  acid  fermentation  of  urine, 
374 ; test  for  sugar  in  urine,  380 ; 
qiiantitative,  381 ; torulaj  in  saccha- 
rine urine,  381  ; torula  ccrevesiai 
(Fig.  55),  404 
Festination,  108,  169 
Fever,  physiognomy  of,  22;  hectic,  23; 
gener.al  syinjitoms  of  febrile  state,  70; 
clinical  significance  of  febrile  state, 
72;  rashes  in,  91;  period  of  incubation 
in  fevers,  93;  liability  to  second  attacks 
of  fevers,  93;  cause  of  delirium  in,  198, 
256 ; cause  of  vertigo  in  early  stage, 
202;  as  a cause  of  insanity,  241; 
respiration  rpiickencd  in,  265;  hanuor- 
rhages  in  fevers,  291 


Fibrinous  shreds  and  casts  in  fibrinous 
bronchitis,  croup,  &c.,  284 
Fibroma  mollusciun,  83 
F’ifth  nerve,  in  nose,  140;  in  tongue, 
142  ; testing  of,  156 
Filaria  sanguinis  hominis  in  chyluria, 
&c.,  297 

First  nerve,  see  Nose,  139,  155 
Fissures  in  skin,  82 

Flashes  of  light,  151 ; in  paralysis,  194 
Flatulence  as  a cause  of  palpitation,  270; 
of  thoracic  and  cardiac  pain,  272 ; 
forms  of,  329 ; simulating  ascites, 
359 

Flavours,  relation  to  smell,  139 
Flax  fibres  in  urine  (Fig.  56  b),  405 
Flea  bites  and  typhus  rash,  99 
Floccitatio,  25 
Flooding,  431 
Fluctuation  in  ascites,  359 
Flushing,  of  face,  70 ; feeling  of  flushing, 
1.55 ; flushing  and  lividity  in  paralysis, 
194  ; at  change  of  life,  434 
Fibres,  yellow  elastic,  in  sputum,  288 
Fits,  various  kinds  of,  183,  184 ; faint- 
ing fits,  185  ; convulsion  fits,  185  ; 
hy.sterical  fits,  189 ; plastic  rigidity, 
190  ; “ inward  fits,”  186 
Foetor  from  nose,  140;  in  expectoration, 
284 

Foetus,  movements  of,  442;  sounds  of 
heart,  442 
Folk  circulaire,  245 
Fomites,  93 

Fontanelle,  state  of,  in  fits,  188,  205 
Food,  habitual  character  of  (case-taking), 
43 ; articles  of,  as  causing  eruptions, 
86  (see  chapter  xi.,  p.  316  passim) 
Formication,  155 

Foster  (Michael),  on  details  of  urea 
analysis,  416 

Foulis  (Dr.)  on  Auto-laryngoscopy,  307 
Fourth  nerve,  156 
Fragilitas  crinium,  83 
Framboesia,  82 
Franklinic  electricity,  210 
Fremitus,  vocal,  481 ; hydatid,  526 
Frenum  lingu»,  ulcer  on,  in  pertussis, 
279 

Frictional  electricity,  210 

Friction,  in  abdomen,  361;  in  chest,  479 

“Frog”  or  thi-ush,  318 

Frothy  sj)it,  283 

Functional  cardiac  murmurs,  .509 
Fungi  in  urine,  403 ; mould  fungus  in 
urine  (Fig.  .54),  403 
Furunculus,  83 
Furring  of  tongue,  318 

Gait,  see  AValking 
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Gairdner,  on  cardiac  murmurs,  500 
ct  seq. 

Gall-stones  in  motions,  340,  353  : a cause 
of  jaundice,  351 ; test  of,  by  obtaining 
cbolesterine,  353 

Galvanic  instruments,  208 ; galvanic 
current,  208  ; galvanic  cautery,  211 ; 
galvano-puncture  of  aneurism,  211; 
galvanism  for  muscles,  216;  different 
action  from  faradic,  on  muscles,  218 ; 
tests  for  muscles,  224 
Gangrene,  odour  of,  iu  expectoration, 
284 

Garrod  (Dr.),  test  for  uric  acid  in  blood, 
115 

Gases,  irrespirable,  causing  lividity,&c., 
275;  irritating,  causing  cough,  280 
Gasserian  ganglion,  piaralysis  involving, 
156 

Gee  (Dr.)  on  shape  of  chest,  462 
General  paralysis,  see  Paralysis 
Genital  organs  in  the  male,  disturbances 
' of  (chapter  xiv.),  421;  impotence,  421; 
excessive  aptitude  for  venery,  421; 
priapism,  422;  masturbation,  422; 
seminal  discharges,  423  ; genito- 
urinary system,  in  case-taking,  38  ; 
disorders  of  female  genital  organs 
(chairter  xv.)  425;  works  of  reference 
on,  425;  menstruation  and  its  dis- 
orders, 425;  amenorrhoea,  428;  sup- 
pression of  menses,  430;  dysmenor- 
rhcea,  432 

German  measles,  period  of  incubation, 
93 ; liability  to  second  attack,  93 ; 
rash,  98 

Giddiness,  see  Vertigo 
Gingivitis,  see  Inflammation  of  girms,  347 
Glanders,  affection  of  glands  in,  110 
Glands,  affections  of,  107 ; bronchial 
glands  affected,  280;  hremorrhages  and 
lymphatic  glandular  affections,  292  ; 
mesenteric,  enlarged,  362 
Globular  sputa,  284 
Globus  hystericus,  189,  330 
Glossitis,  321 

Glosso-Iabio-laryngeal  paralysis,  27, 159, 
160 

Glosso-pharyngeal  nerve,  142,  159 
Glottis,  spasm  of,  184,  194,  273,  279  ; 
irritation  and  spasm  of,  from  laryngeal 
irritation,  foreign  bodies,  kc.,  280, 
281,  282,  312,  313 
Glycosuria,  see  Sugar  in  urine,  378 
Goitre,  exopthalmic,  119,  and  insanity, 
240 

Gonorrhoea,  rheumatism  in,  114  ; gonor- 
rhoeal synovitis,  114 ; pyaimia  in,  114; 
pain  in  micturition,  420. 
“Goose-flesh,”  22,  155 


Gout,  cachexia  in,  19 ; group  of  allied 
diseases,  affection  of  joints,  114 ; 
heredity  and  habits,  influence  of,  115; 
lead,  influence  of,  115;  uric  acid  in 
blood,  test  for,  115 ; chronic  gout, 
116 ; a cause  of  insanity,  239 
Gowers  (Dr.),  method  of  counting  blood 
corpuscles,  295 

Grandeur,  delusions  of,  in  general 
paralysis,  247 

Granular  tube-casts  (Fig.  47  b),  398  ; 

granular  corpuscles  in  urine,  402 
Gravel  in  urine,  377,  404  et  seq. ; pain 
from,  420 

Graves’s  disease,  see  Exophthalmic  goitre 
Graves  (Dr.)  on  myoidema,  11 
Grimaces  in  chorea,  197  (see  also  p.  192) 
Grinding  the  teeth,  346 
Grove’s  battery,  208 
“Growing  pains,”  113 
Growths  in  larynx,  312 
Growth  of  infant,  29 
Guaiac  test  for  blood  and  haemoglobin, 
391 

Gumboil,  347 

Gums,  346  ; swelling  of,  347;  spongy, 
347;  blue  and  red  line  on,  347;  inflam- 
mation of,  347;  sordes  on,  348;  white 
and  black  patches,  348 ; gustatory 
nerve,  142 

Habit  of  body,  17;  habits  of  patients,  43; 
“ Habitus  depravatus,”  17 
Haematemesis,  285,  327 
Haematocele,  pelvic,  456 
Haematinuria,  391 

Haematoma  auris  in  general  i>aralysis, 
248 

Haematuria,  389  ; guaiac  test  for,  391 
Haemic  murmurs,  509 
Haemochromometre,  use  in  anaemia,  14, 
297 

Haemoglobin,  determination  of  quantity 
in  blood,  297,  guaiac  test  for,  391 
Haemophilia,  291 

H<'emoi)tysis,  285  ; fallacies  as  to,  285 
Hajmorrhages,  cutaneous,  83 ; in  smaill- 
pox,  96 ; in  typhus  in  skin,  99 ; sub- 
cutaneous, 103  ; joint  affections  and 
haemorrhages,  117;  in  retina,  134;  in 
brain  as  cause  of  hemiplegia,  178, 
291 ; haemorrhage  a cause  of  vertigo, 
202;  from  lungs,  285:  section  on 
In'emorrhages  of  various  kinds,  289; 
cause  of,  291 ; from  hepatic,  cardiac, 
and  renal  disease,  291 ; in  splenic 
disease,  292;  from  stomach,  327; 
from  bowels,  336  ; from  gums,  347 ; in 
jaundice,  353,  354  ; by  way  of  urine, 
389  ; vicarious  in  amcnorrha'a,  428  ; 
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from  womb,  430,  434 ; in  carcinoma 
uteri,  457 

Htemorrhagic  diathesis,  201 
Hiemorrhoids,  bleeding  from,  291 
Hair,  affections  of,  89 ; grayness  in 
anajsthesia,  146  ; in  urine  (Fig.  56  c), 
405 

Hallucinations,  definition  of,  226 
Hammond’s  athetosis,  167 
Hands,  waving  motions  of,  in  fever,  25 ; 
inversion  of,  in  convulsion,  191 ; 
swelling  of  dorsum  in  infancy,  191 
Hayem  and  Nachet’s  method  of  count- 
ing blood  corpuscles,  295 
Head,  blows  or  falls,  as  cause  of  loss  of 
hearing,  139;  of  smell,  140;  of 
insanity,  240 

Hejidache,  in  fever,  71;  from  strain  on 
eyes,  149;  various  causes  of,  205;  sick 
headache,  coincident  symptoms,  206 
Hearing,  test  of,  136 
Heart,  disease  of,  allied  to  chorea,  197 ; 
cause  of  paralysis  of,  194 ; palpitation  of, 
263,  270;  dyspnoea  from  heart  disease, 
268;  irregularity  of  action,  271;  pain 
in  cardiac  re^on,  273;  congenital  ile- 
fects  causing  lividity,275;  sounds  of,  in 
foetus,  442 ; resonance  of  heart’s  sounds 
from  disease  of  lung,  482  ; physical 
examination,  483;  normal  heart,  483; 
percussion  of,  485;  normal  percussion 
(fig.  69),  486;  changes  in  apex-beat, 
487 ; imlsations  other  than  apex-be.at, 
489;  pulsation  in  vessels  of  neck,  490- 
changes  in  precordial  dulness,  491;  in- 
creased dulness  from  hypertrophy, 
(Fig.  70),  492;  from  pericardial  effu- 
sion (Fig._  71),  493;  tremor  or  thrill 
with  .action,  493  ; displacement  to 
right  and  left  (Figs.  72,  73),  494,  495; 
displacement  in  emphysema  (Fig.  84), 
.523;  sounds  of  heart,  496;  phenomena 
in  a cardiac  revolution  (Fig.  74),  497; 
sounds  altered  in  character,  498 ; echo 
of,  499,  509;  reduplication  of  sounds, 
499;  cardiac  murmurs,  499-510 
Heat,  of  body,  increase  of,  50  (see  also 
Temperature) ; unequal  distribution  of 
heat,  71;  sense  of,  146 
Hectic  fever,  23;  diurnal  range  of  tem- 
perature, 54;  inverted  type,  54 
■“  He<lge-hog”  crystals  (Fig.  58),  407 
Height,  relation  to  weight  (tiible),  6; 

increase  in  infancy,  29 
Hemeralopia,  151 

Hemi-anaesthesia,  146;  with  .and  with- 
out paralysis,  163 

Hemi-chorea,  166,  197  i 

Hemiopia,  132,  150;  varieties  of,  151  | 

Hemiplegia,  gait  in,  27  and  169;  defini-  ' 


tion  of,  161 ; alternate,  161 ; epileptic, 
166;  in  chorea,  166  ; unilateral  con- 
vulsions in,  166  ; post-hemiple^c 
chorea,  167;  connection  with  .aphasia, 
174;  clinical  significance  of,  178; 
c.auses  of,  178;  and  paraplegia  com- 
bined, 179;  in  pregnancy,  179 
Hereditary  tendencies,  see  Family 
history 
Herpes,  79 
Hiccup,  330 
“ Hide-bound,”  357 

Hills,  climbing  of,  causing  dyspno3a, 
269 

Hip-joint  disease,  effect  on  walking, 
171 

Hemicr.ania,  324 

Hippocrates  on  acute  collapse  {Facies 
Hippocratica),  16;  on  Carphologia  in 
fevers,  25;  Hippocratic  succussion, 
480 

Hirsuties,  83 

History,  person.al,  39;  of  illness,  39;  of 
previous  health,  42;  social,  42;  of 
habits,  43  ; of  health  in  children,  40; 
family  history,  44 
Histrionic  spasm,  192 
Hoarseness,  280,  282;  an  indication  for 
laryngoscopy,  309 
Hodgkin’s  disease,  109 
Homicidal  insanity,  242 
Homonymous  diplopia,  123 
Hooklets  from  hydatids  in  fluids  (Fig. 
42),  365 

Hoojiing-cough,  278 
Horripilation,  22,  155 
Humming-top  sound  in  veins,  .510 
Hurrying,  cause  of  dyspnoea,  269 
Hutchinson,  on  notched  teeth  in  here- 
ditary syphilis,  345 
Hy.aline  tube-casts,  397  (Fig.  46,  398) 
Hyqio-bromite  of  soda  for  urea  analysis, 
417 

Hyd.atids,  in  spit,  285,  287;  vomited, 
328;  in  motions,  340  (Fig.  42),  366; 
fluid  removed  from,  366;  fremitus  in 
percussing  liver,  526,  539 
Hydrencephaloid,  188 ; sleepiness  in, 
205 

Hydrocephalus,  188;  sleepiness  in,  205 
Hydrocephalic  idiot,  29 
Hydrometer  for  urine,  273 
Hydronephrosis,  fluid  from,  366;  urine 
from,  373 

Hydro-peritoneum,  357 
Hydrophobia,  194 
Hydrorrhoea  gravidarum,  4-36 
Hyperjesthesia,  146,  L54;  in  meningitis 
164 

Hyper-dicrotism  in  pulse,  68 
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Hypci-idrosia,  83 
Hypor-involution  of  uterus,  451 
Hypermetroi)ia,  130  ; manifest  and 
latent,  131;  cause  of  strain  on  eyes, 
149 

Hypei'-pyi-exia,  55,  5G;  in  rheumatism, 
113;  in  chorea,  198 
Hypertrophy  of  heart  (Fig.  70),  492 
Hypertrophy  and  atrophy,  9;  apparent 
hypertropliy  of  muscles,  1(!5 
Hypochondriac  regions,  their  situation 
and  contents,  514;  tumours  in,  541 
Hypogastric  region  and  contents,  514; 

tumours  in,  541 
Hypoglossal  nerve,  IGO 
Hyoscyamus,  cause  of  spectral  illusions, 
199 

Hysteria,  fits  in,  with  swooning,  185; 
convulsive  fits,  187 ; hysterical  fits,  189 ; 
hysterical  mania,  232;  dyspnoea  in, 
27G 

Hystero-epilepsy,  187 

Ichthyosis,  81,  83 
Icterus,  see  Jaundice,  349 
Idiocy,  physiognomy  of,  29;  section  on 
idiocy,  254;  hereditary,  2G0 
Iliac  regions,  situation  and  contents, 
.514;  tumours  in,  541 
Illusions,  in  delirium,  199;  from  hyoscy- 
amus, 199;  definition  of,  22G 
Images,  false  images,  see  Diplopia 
Imbecility,  254 
Impetigo,  80,  83 

Impotence,  421;  in  imralysis,  180;  elec- 
tricity for,  224 
Impulsive  insanity,  242 
Incontinence  of  urine,  175 
Incubation  of  infectious  fevers,  93 
Indecency,  see  Obscenity 
Indigo  in  urine,  377 
Induced  currents,  induction  apparatus, 
209 

Induration  of  cellular  tissue,  357 
Infancy,  physiognomy  of,  disorders  of, 
29;  increase  in  stature  in,  29;  history 
of  illness  in,  40 

Infantile  paralysis,  see  Paralysis 
Infarctions,  ijulmonary,  causing  hremop- 
tysis,  28G 

Infection  in  cutaneous  eruptions,  8G 
Inflammations  as  cause  of  pyrexia,  74 
Influenxa,  catarrh  and  cough  in,  280 
Insanity,  physiopiomy  of,  28;  chapter 
viii.  on  insanity,  22G;  works  of  re- 
ference on,  226;  chief  forms  of  in- 
sanity, 227  ; premonitory  ment.al 
symptoms,  228;  insane  temperament, 
231;  relation  of  insanity  to  bodily 
disorders,  menstruation,  sexual  or- 


gans, pregnancy,  232;  of  lactation, 
236;  alcoholic  insanity,  237;  syphili- 
tic, 237;  ei>ileptic,  238;  phthisical, 
240;  impulsive,  242;  moral,  243;  par- 
tial, 243;  circular,  245;  monomania, 
24G;  general  paralysis,  247;  dementia, 
251;  idiocy,  254;  diagnosis  of  de- 
lirium from  insanity,  255;  mode  of 
examining  an  insane  person,  257 ; 
family  history,  259  ; question  of  asy- 
lum treatment,  2G1 

Intemperance,  in  case-taking,  44;  cause 
of  delirium,  199;  cause  of  insanity, 
236;  of  mania,  231;  of  general  paraly- 
sis, 2.50 

Intestines,  physical  e.xaraination  of,  534; 

see  also  Bowels 
Intermission  in  pulse,  G5 
Internal  division  in  case-taking,  36 
Interrupted  current,  209 
Inspection  of  chest  as  to  lungs,  461 ; as 
to  heart,  483  ; of  abdomen,  515 
Involuntary  movements  in  ]>aralysis,  166 
Involution  of  uterus,  450,  451 
Iodide  of  potassium,  rash  from,  88 ; 

salivation  from,  320 
Ireland  (Dr. ) on  idiocy,  29,  254 
Iritis,  119,  126 

Iris,  paralysis  of,  124,  126,  (see  also 
Pupil) ; tremulous  iris,  129 
Irregularity  of  pulse,  65  ; tracing  of,  70 
Itch  insect  (Fig.  18),  84 
Itching  in  skin  diseases,  85 ; at  anus 
and  urethra,  86  ; in  jaundice,  86;  from 
opium  and  arsenic,  86 

“ Jacksonian  epilepsy,”  190 
Jaundice  (chapter  xii.),  349  ; works  of 
reference  on,  349 ; tests  of  and  states 
resembling  jaundice,  349,  350  ; urine 
in,  350  ; tube-casts  in  _ urine,  400  ; 
stools  in,  350 ; obstructive  and  non- 
obstructive, 351 ; causes  of  obstruc- 
tion of  ducts,  351 ; rigors  in,  353  ; 
hfemorrhages,  353,  354  ; non-obstruc- 
tive jaundice,  causes  of,  353 ; jaundice 
in  infancy,  3.54  ; concurrence  of  jaun- 
dice and  dropsy,  352,  364;  exndemic, 
354 

Jaw,  spasm  of,  193 

Jelly,  “red-currant  jelly”  expectora- 
tion, 286 

Jenner,  (Sir  "Wm.),  on  Kickets,  20 
.Terky  respiration,  476 
Johnson  (Dr.  George)  on  Auto-laryngos- 
copy,  308 

Joints,  affections  of,  110  ; pains  with 
subcutaneous  hemorrhages,  117  ; 
effect  of  walking  on  joint-disease,  171; 
in  hemorrhagic  diathesis,  291 
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Ka= Cathode,  219 
Kl=Klang  (electrical  symbol),  220 
Kidney,  affection  of,  in  gout,  11.5  ; dis- 
eases of,  albuminuria  in,  388;  suppura- 
tion in  ]iclvis  (pyonephrosis),  395,  39G; 
l)hysical  examination  of,  530  ; tloating 
or  moveable,  531 

Kinks  in  coughing,  279  ; “ dumb-kinlcs,” 
279 

Kleptomania,  242 

Labile  currents  (electricity),  217 
Labyrinth,  affections  of,  with  tinnitus 
and  vertigo,  153 
Laborious  breathing,  260,  276 
Labour,  insanity  in,  235 
Labio-glosso-laryngeal  paralysis,  27, 159, 
160 

Lactation,  insanity  of,  230 
Lagophthalmos,  119 
Lamp  for  hiryngoscope,  304 
Laryngeal  (labio-glosso)  paralysis,  27, 
159,  160 

Laryngismus  stridulus,  184,  194,  273, 
97U 

Laryn’gitis,  280,  281 

Laryngoscope,  method  of  using,  304 ; 
lamp  for,  304 ; mirrors,  .305  ; auto- 
laryngoscopy, various  methods,  307, 
308 ; when  to  bo  used,  309  ; works  of 
reference  on,  315 

Larynx,  nervous  disorders  of,  159,  184, 
194  ; galvanism  for,  223 ; irritation 
.and  dise.ase  of,  causing  cough,  280  ; 
foreign  bodies  in,  281 ; examination 
of  (chiipter  .X.),  298 ; method  of  ex- 
amining by  laryngoscope,  304 ; ap- 
pearances normally,  308;  examining 
by  finger,  309 ; morbid  appearances, 
309 ; when  larynx  must  be  examined, 
309;  catarrh  of  larj-nx,  acute  and 
chronic,  309,  310 ; phthisis  of,  310 ; 
syphilitic  disease  of,  310;  inflamma- 
tion of  cartilages,  311 ; croup  and 
diphtheria,  311 , oedema  glottidis, 
311 ; gi-owths  in,  ,312  ; paralysis  and 
spasm  of  cords,  312  ; laryngeal  affec- 
tions of  voice  and  cough,  312 ; aneu- 
rismal  affections  of,  312;  works  of 
reference  on,  315 

Laryn^smus  stridulus,  184,  194,  273 
Laughing,  test  by,  in  facial  paralysis, 
157 ; undue,  in  paralysis,  163 : in 
hysteria,  189 

Lea<l,  influences  of,  in  gout  and  renal 
disease,  115  ; par.alysis,  181 ; influence 
of  electricity  in  lead  p.aralysis,  218 ; 
blue  line  on  gums,  347 
LeclanchtJ  battery,  208 
Lens,  crystalline,  opacities  in,  150 


Lenticular  spots,  100 ; lenticular  gan- 
glion, see  Third  nerve.  Accommoda- 
tion, Pupil 
Lej)ra,  81,  83 
Leucocytes  in  urine,  394 
Lcucocytha;mia,  see  Leuksemia 
Leucoderma.  105 

Leucon  hoea,  discharge  in  urine,  378 ; 
physiological,  before  and  after  men- 
struation, 427 ; section  on  Leucorrhu;a, 
434  ; foetid  discharge,  457,  458 
Leukaemia,  glands  in,  109  ; blood  in, 
109  ; splenic  and  lymi>hatic,  109 ; and 
Inemorrhages,  292  ; examination  of 
blood  in,  293  (see  also  Spleen) 

Levator  palpebrae,  paralysis  of,  119, 126 
Lewis  (Filaria  sanguinis  hominis),  297 
Lichen,  79,  83 

Liebig’s  method  of  urea  analysis,  415 
Light,  flashes  of,  1,51;  intolerance  of, 
152,  229 

“ Light  weight,”  6 

Limbs,  paralysis  of,  161,  162 ; state  of 
in  paralysis,  165 ; contractions  and 
shaking  of,  in  paralysis,  166  ; involun- 
tary movements  in,  166 
Lime,  carbonate  of,  in  urine,  410 ; 
phosphate  of  (Fig.  61),  409 ; oxalate  of 
(Fig.  62),  410 
Linete  albicantes,  516 
Lithates,  see  Urates 
Lithic  acid,  see  Uric  acid 
Lips,  quivering  of,  167,  248  (see  also 
labio-glossal  paralysis) ; paralysis  of, 
tested  by  labials,  171 
Liquor  ]>otass:e,  test  for  sugar,  381 ; for 
pus  in  urine,  .393 

Liver,  abscess  of  opening  into  lung, 
284;  cirrhosis,  c.ancer,  &c. , causing 
dropsy,  362 ; cirrhosis,  363  ; hemor- 
rhages from  disease  of,  364  ; cancer  of, 
.364 ; nodulation  of,  363,  364  ; size  of, 
363,  364 ; physical  examination  of, 
.521;  dulness,  natural,  enlarged, 
diminished,  displaced,  522,  524  ; 
density,  smoothness,  irregularity, 
.525  ; notch  of,  525  ; gall-bladder,  525  ; 
local  enlargement,  526;  diminution, 
526  ; pain  .and  tenderness,  .527  ; 
hyd.atids  of,  .539,  (see  also  Jaundice) 
Lividity  of  face  in  Facies  Hiiipocratica, 
16  ; in  paralysis,  194 
Lividity,  in  dyspna'a,  274;  of  tongue, 
321 

Locomotor  ataxy,  see  Ataxy 
Lumbago,  183 ; various  causes  of,  207 
Lumbar  regions,  situation  and  contents, 
,514  ; tumours  in,  541 
Lunatic,  mode  of  examining,  257,  (see 
Insanity) 
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Lung,  abscess  of,  284 ; tissue  of,  in 
sputum,  284,  288  (Fig.  29),  289; 
litemorrhage  from,  285  ; physical  e.v- 
amination  of  lungs,  4G0 ; inspection 
of  chest,  4G1 ; shape  of  chest,  4G2 ; 
movements  of  chest  walls,  4GG ; pal- 
pation,  4G7 ; mensuration  of  chest, 
4G7  ; percussion,  469 ; auscultation, 
472 ; breath-sounds  and  res])iratory 
murmur,  474 ; rfiles,  477 ; friction, 
479 ; metallic  or  ainplioric  phenomena, 
479 ; vocal  resonance  and  fremitus, 
481 

Lupxis,  81 
"Lusty,”  7 

Lymphadenoma,  Lymphoma,  109 
Lymphatic  glands,  see  Glands 
Lymphatic  leukfemia,  109;  examination 
of  blood  in,  293 

Lysis,  59;  remitting  in  enteric  fever,  59 

/a=micro-millimeter,  294 
Maculte,  82 

Magneto-electric  batteries,  210 
Magnets  in  batteries,  209 
Male  organs,  disorders  of  (chapter  xiv.), 
421 

hlalignant  disease,  cachexia,  22,  (see 
also  Cancer) 

Malassez’s  instrument  for  numbering 
blood  corpuscles,  use  of,  in  anaemia, 
14  : description  of,  294 
Mammae,  changes  during  pregnancy,  441 
Mania,  maniacal  delirium,  199  ; epilep- 
tic, puerixeral,  200,  235  ; section  on 
varieties  of  mania,  228  ; acute,  228 ; 
acute  delirious  mania,  231  ; mania 
transitoria,  231 ; chronic  mania,  232  ; 
hysterical  mania,  232  ; mania  of  pu- 
berty, 232  ; diagnosis  of,  from 
delirium,  256 

Margarine,  crystals  of,  in  vomited 
matter,  328 

Mastication,  muscles  of,  paralysis  of, 
156 

Mastoid  cells,  suppuration  in,  138 
Masturbation,  case-taking,  44  ; section 
on,  422  ; cause  of  convulsions,  189  ; 
in  insanity,  230,  234 
Measles,  catarrh  and  cough  in,  280  ; 
period  of  incubation,  93  ; liability  to 
second  attack,  93  ; rash  in,  97 
IMeatus  urinarius,  pain  in,  420 ; dis- 
charges from,  423 
^Meckel’s  ganglion,  156,  157 
Medicines,  as  causing  cutaneous  erup- 
tions, 86  ; as  causing  salivation,  320  ; 
causing  odours  from  patients,  153, 
321 ; causing  black  stools,  336 
Mediocanellata,  see  Tienia,  339 


Medulla  oblongata,  affection  of,  159 
Melaena,  336 

Melancholia,  acute,  235  ; during  lacta- 
tion, 236  ; section  on  various  forms, 
243  : simple  melancholy,  243 ; hypo- 
chondriasis, 243  ; acute  melancholia, 
244 ; melancholy  with  stupor,  or 
melancholia  attonita,  245 
IVIelanopathia,  83 

Memory  of  words,  see  Aphasia,  173 
Meniere’s  disease,  153 
hleningitis,  diagnosis  from  mania,  256 
Menopause,  434,  insanity  at,  233 
Menorrhagia,  430 

Menses,  see  Menstruation,  425,  et  seq. ; 
emansio  mensium  428 ; suppressio 
mensium,  430  ; menstrual  molimen, 
428  ; cessation  of,  434 
Menstruation,  disorders  of,  in  insanity, 
230,  232;  close  of,  and  insanity,  233; 
“ vicarious  ” (by  lungs),  286  ; normal 
and  abnormal,  425-427 ; strain  of,  on 
development  of  patient,  429  ; ex- 
cessive, 430;  painful,  432  ; cessation, 
434  ; suppression  in  pregnancy,  441 
Mensuration  in  examining  chest,  467  ; 

in  abdomen,  519 
Mentagra,  see  Sycosis 
Mercurial  tremors,  168;  salivation,  320, 
347 

Mesenteric  disease  causing  dropsy,  362 ; 

large  glands  felt  in,  362 
Mesmeric  trance,  195 
Metalbumen,  367 

Metallic  phenomena  in  auscultation, 
479  ; tinkling,  480  ; echo  of  heart’s 
sounds,  509 

Metrorrhagia,  430  ; at  change  of  life, 
434  ; in  cancer,  457 
Microcephalic  idiot,  29 
Micrometer,  ocular  in  squares,  and  stage 
micrometer  for  counting  blood  cor- 
puscles, 294 

Microsporon  Audouini,  89 
!Microsporon  furfur  (Fig.  22),  104 
Micturition,  frequence  and  pain  in, 
419  ; pain  in  from  uterine  disorder, 
437 

Migraine,  324 

Miliaria,  79  ; miliary  vesicles,  101 
IMilium,  83 

jSIilk-teeth,  formula,  343 
hlitral  murmur,  area  of,  504 
Molluscum,  82,  83 
Monomania,  246 
Slonoplegia,  161 
Moore’s  test  for  sugar,  381 
Moral  perversity  in  mania  of  puberty, 
233  ; from  alcohol,  237 ; moral  in- 
sanity, 243 
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Morbilli,  see  Measles 
Motes,  1.50 

Motions  from  bowels,  frequency  of,  331; 
consistency,  331,  335  ; force  ami 
straining  in  expulsion,  332;  ])assed  in 
bed,  332  : appearances  of,  335  ; con- 
sistency, 335 ; size  of  fajcal  masses, 
330;  “formed,”  335;  “pea-soup,” 
“rice-water,”  &c.,  330;  colour  of, 
330  ; clayey,  330,  350  ; black,  330  ; 
bloody,  330  ; green  and  white,  3^17  ; 
mucus  in,  337  ; pus  in,  337  ; worms 
in  motions  (figures  of  thread  worms 
and  tape  worms),  338  ; hydatids  in, 
340  ; fatty  matter  in,  340;  gall-stones 
in,  340;  bones,  coins,  teeth,  &c.,  340; 
smell  of,  341 

Jlotor-ocuii,  testing  of,  150 
Motor- jioints,  electrical,  Ziemssen’s, 
212,  217 

Mottling  in  typhus,  99 
Mould  in  urine  (Fig.  54),  403 
Mouth,  temi)erature  taken  in,  52 ; 
paralysis,  158 

ISIoxa,  electric,  in  neuralgia,  221 
Muco-purulent  sputum,  283 
Mucus,  in  motions,  337  ; “mucus  dis- 
ease,” 337 ; in  urine,  375 
Mucous  rilles,  478 
^Mulberry  rash,  99 

Muguet,  distinction  from  diphtheria, 
302;  parasite  of  (Fig.  30),  319 
Mumps,  110 

Murchison  (Dr.)  on  enlargements  of 
liver,  527 

JIurmur,  see  Respiratory  murmur 
Murmurs,  cardiac,  499;  rhythm  of,  500; 
nomenclature  (note),  500;  presystolic, 
.500;  direct  or  onward  murmurs,  501; 
indirect  or  backward,  501 ; auricular- 
systolic  (Fig.  75),  500 ; ventriculiu-- 
systolic  (Fig.  76),  501 ; ventricular- 
diastolic  (Fig.  77),  502;.  combinations 
of  murmurs  (Figs.  78-80),  503  ; areas 
of  murmurs  (Fig.  81),  .504-507;  tabular 
view  of  valvular  murmurs,  508 
Murmurs,  arterial,  509  ; venous,  .510  ; 
pericardial,  507  ; aneurismal,  509  ; 
anajinic,  functional,  hiemic,  509 
JIuscje,  fixed  ana  floating,  1.50 
Muscles,  development  of,  in  infancy,  29; 
tenderness  in  rickets,  21 ; muscular 
I)rostration  in  fever,  72;  pain  in,  164; 
painful^  cramps  of,  164;  state  of,  in 
paralysis,  165 ; apparently  hypertro- 
l)hied,  165;  .atrophy  of,  165;  examin- 
ation of  fragments,  165;  contractions 
and  tremors  in  paralysis,  166  ; invol- 
. untary  movements  in  paralysis,  166  ; 
fibrillar  tremor  in,  167;  plastic  rigid- 


ity, 190;  muscular  atrophic  paralysis, 
181  ; action  of  electricity  on,  211 ; 
different  action  of  faradic  and  gal- 
vanic current,  218;  difference  in  res- 
ponse to  galvanic  and  faradic  currents 
in  paralysis,  224,  225  ; Erb’s  reaction 
of  degeneration,  225  ; absence  of  res- 
ponse to  electricity,  225 ; fibres  in 
urine  (Fig.  56  1),  405,  (see  also 
Myoidema) 

Muscular  sense,  147 
Mussitatio,  20 
Mycelium,  91 
Myoidema,  11  note 

Myopia,  130,  131  ; cause  of  strain  on 
eyes,  149 

Myosis,  spinal,  127 

Nachet,  Hayem  andXachet’s  method  of 
counting  blood  corpuscles,  295 
Najvus,  83 

Nails,  affections  of,  curving,  white 
marks,  shedding  of,  107  ; parasites 
in,  107 

Narcotics,  as  cause  of  coma,  196 
Nares,  fluids  from  causing  cough,  280  ; 
bleeding  from,  290  ; examination  of 
(chap.  X. ),  298 ; method  of  examin- 
ing, 313 

Naunyn  on  cardiac  murmurs,  506 
Neck,  spasm  of  muscles  of,  192 ; con- 
vulsive twitchings  of,  192  ; wry-neck, 
192 ; fixity  of  muscles  in  atlantoid 
disease,  192 

Neck,  pulsation  in  vessels,  490 
Nerves,  cranial,  testing  of,  118,  155; 
first,  155  (139,  152)  ; second,  156  (130- 
136,  147-152);  third,  1.56  (119-127, 
148,  149) ; fourth,  156  (124-126,  149)  ; 
fifth,  156  (140)  ; sixth,  157  (120-127, 
148) ; seventh-fdciat , 157  (142) ; serenth 
— auditori/,  159  (136,  153)  ; ciyhtk 
— glosso-pharyrtfieal,  159  (140) ; eighth 
— spinal  acccssoi-y,  159  ; eighth — 
pneuniogastric,  159  ; ninth,  160 
Nervous  diseases,  physiognomy  of,  26  ; 
groui^of  allied  diseases,  47  ; albumin- 
uria in,  388 

Nervous  system,  in  case-taking,  38 ; 
symptoms  of  disorder  in  (chap,  vi.), 
161  ; works  of  reference,  118,  101 ; 
nervous  dyspnoea,  276;  organs  of 
speci.al  sense,  ll8 ; subjective  dis- 
orders of  speci.al  senses,  147  ; cranial 
nerves,  1.55;  paralysis,  101;  neuralgia. 
182 ; fits,  183 ; twitchings,  197 ; 
delirium,  198  ; vertigo,  200 ; sleep, 
202  ; headache,  205  ; pain  in  back, 
207 

Nettle-rash,  see  Urticaria 
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Neuralgia  in  skin  diseases,  85  ; with  par- 
alysis, 1C4  ; with  anrestliesia,  140  ; in 
ataxy,  104 ; pains  in  infantile  paraly- 
sis, 105 ; section  on  neuralgia,  182  ; 
reflex  pains  simulating,  182  ; general 
state  in,  183;  electricity  in,  221 
Neuritis,  182 ; optic,  133 ; optic  neu- 
ritis desceiulens,  135 
Neuroma,  182 
Night-blindness,  151 
Niglit-mare,  204 
Niglit-terrors,  204 
Night- walking,  204 
Nipples,  see  AlammaB 
Ninth  nerve,  100 

Nitrate  of  silver,  discolouration  from, 
103 

Nitric  acid  tost  for  albumen,  384  ; 
quantitative,  385 

Nitrogenous  iirincijiles  in  urine,  estima- 
tion of,  415 

Nodding  in  shaking  palsy,  108  ; nod- 
ding convulsions,  108,  193 
Nodosity  of  joints.  111 
Noises  ill  ear,  153 

Nose,  examination  of,  139  ; running 
from,  140  ; foetor  from,  140 
Nose,  picking,  80,  291  ; action  of  dilator 
narium,  in  dyspnoea,  200  ; bleeding 
from,  in  whooping  cough,  279 
Numbness,  154 
Nummular  sputa,  284 
Nutrition, ''galvanism  for  improiung,  223 
Nycturia,  170 
Nymiihomania,  233 
Nystagmus,  129 

0=CEffnung,  opening  of  circuit  (elec- 
tricity), 219 
Obesity,  9 

Oblique  muscles  of  eye,  123,  124,  125 
Obliquity  in  objects  seen,  120,  124 
Obscenity  in  insanity,  230,  235,  247 
Ocular  muscles,  paralysis  of,  120 ; 
functions  of  (table),  123  ; results  of 
l^aralysis  (table),  124  ; clinical  signifi- 
cance of,  125  ; convulsive  movements, 
129  ; asthenopia,  149  ; x)aralysis  in 
syphilitic  insanity,  238 
CEdema,  of  glottis,  311,  (see  also 
Catarrli  of  larynx,  309) ; section  on 
oedema,  355  ; of  feet,  356 ; of  upper 
jiart  of  body,  356  ; of  hands  and  feet 
in  infants,  357 

CEsoiihagus,  spasms  of,  194  ; cesoxihageal 
vomiting,  325 

Oidium  albicans  (Fig.  30),  319 
Oil  in  motions,  340  ; in  tube-casts  (Fig. 
48  a),  399;  globules  in  urine  (Fig. 
56  e),  405  1 


I Oinomania,  237 
Olfactory  nerve,  155 
Onward  cardiac  murmurs,  501 
Orthoimoea,  268 
Os  (uteii),  see  Uterus  * 

Opacity  of  cornea,  119 
Opaque  granular  tube-casts,  398 
Ophthalmoscoinc,  examination  of  eye, 
132 ; significance  of  appearance  in 
diagnosis,  134 

Opisthotonos,  approach  to  this  in 
infantile  siiasms,  191  ; character  of, 
193 

Opium,  influence  on  pupils,  127  ; ex- 
treme effect  in  renal  disease  in 
causing  coma,  196,  205  ; a cause  of 
insanity,  240 

Optical  defects  of  eye,  130 
Ojitic-nerve,  field  of,  and  vision  in  affec- 
tions of,  131  ; ophthalmoscoinc  ex- 
amination, 132, 133,  134,  135  ; testing 
of,  156 ; atrophy  in  geuei-al  paralvsis, 
249 

Onychia,  83,  107 
Orbicularis  palpebrarum,  192 
Organic  dementia,  252 
Organisms,  li\ing  in  blood,  296 
Otorrhoea,  138 

Ovaries,  disease  of,  a cause  of  insanity, 
233 ; dropsy  of,  physic.al  signs  from 
percussion,  kc.  (Fig.  41),  360,  537 ; 
fluid  removed  from  ovarian  cysts, 
366 ; from  parovarian  cj’sts,  367  ; 
pear-shaped  cells  in  fluid  from  malig- 
nant disease,  368  ; absence  of,  cau.sing 
amenorrhoea,  428 ; pains  in  dys- 
mcnorrhoea,  433 ; pelvic  ovarian 
tumours,  456;  tumours  and  cysts, 
537 

Ovula  nabothi,  454 

Oxalates  in  urinary  sediments,  378  (Fig. 

62),  410  ; oxaluria,  411 
Oxj'urides  vermiculares,  (Figs.  32,  33), 
338 

Ozoena,  140 

Ozonic  ether  with  guaiac,  test  for  blood 
in  mine,  391 

Paralysis,  physiognomy  of,  27;  paralj-sis 
of  ocular  muscles, 'l20  ; of  cranial 
nerves,  155;  investigation  of  paralysis, 
161 ; general  paralysis  of  the  insane, 
27  ; fibrillar  tremor  in,  167;  walking 
in,  167, 169,  171;  section  on  symptoms 
and  diagnosis  of,  247 ; distribution 
of  paralysis,  161;  “crossed”  paraly- 
sis, 161 ; of  special  limbs,  muscles, 
nerves,  or  functions,  161,  162;  state 
of  intelligence  and  emotions  in  para-  . 
lysis,  162, 163;  prodromata  and  warn- 
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mgs  of  paralysis,  1G:1 ; nain  aiul  para- 
lysis, IGl;  rheumatic,  104;  state  of 
nuiscles  and  limbs  in  paralysis,  165 ; 
involuntary  movements  in,  100 ; after 
epilepsy,  100 ; choreic  movements 
and  shaking  in,  107 ; reflex  actions 
in,  168  ; shaking  palsy,  paralysis  agi- 
tans,  167  ; walking  affected  in  para- 
Ij'sis,  108,  171 ; scrivener’s  palsy  or 
writer’s  cramp,  174;  of  bladiler  and 
TCctiun,  175;  of  sphincters.  175;  clin- 
ical significance  of  paralysis,  178 ; 
diphtheritic,  179 ; of  extensors  of 
arms,  181 ; lead  paralysis,  181 ; affec- 
tion or  escape  of  supinator  longus,  181; 
wasting  palsy,  181;  traumatic  par- 
alysis, 181;  delusions  in  paralysis,  181; 
sudden  paralysis,  194  ; tests  by,  ami 
uses  of,  electricity,  218  ; tests  by  elec- 
tricity, 224  ; paralysis  of  vocal  cords, 
312  ; Facial  paualysis,  single  and 
double,  27 ; tests  of,  157 ; double, 
158 ; Glosso-labio-laryngkal  para- 
lysis, 27, 159,  100 ; Infantile  para- 
lysis, walking  in,  169 ; peculiarities 
of,  180 ; electricity  in,  218. 
Parasites,  of  skin,  83 ; itch  insect  (Fig. 
18),  84 ; infection,  87 ; pediculus  pubis 
(Fig.  19),  87  ; examination  of,  89  ; of 
hair,  89 ; parasite  on  tongue,  319  (see 
Bacteria  in  blood);  and  also  IVorms 
and  Echinoccoci 

Paresis  (slight  paralysis),  see  Paralysis  ; 

general  paresis,  see  General  paralysis 
Pain  and  numbness  in  same  parts,  146, 
154  ; and  paralysis  in  same  parts,  164 ; 
muscular,  164 ; electric  or  toothache- 
like in  ataxy,  164 ; thoracic  pain,  203, 
271,  ^3 ; in  left  arm,  273  ; abdominal 
and  in  bowels,  &c. , 332  ; in  micturi- 
tion, 420 ; in  pelvic  region,  436 ; in 
back,  see  Menstruation,  Dysmenor- 
rheea,  <tc. 

Pair,  galvanic,  209 

Palate,  paralysis  of,  156, 157 ; nasal  tone 
from  paralysis  of,  171 ; arched  in 
idiocy,  29,  254  ; catarrh  of,  300 ; diph- 
theritic affection,  301 ; destruction  of 
in  syphilis,  303 

Palpation,  in  examining  lungs,  467 ; in 
examining  heart,  483;  abdomen,  518 
Palpebra,  paralysis  of  elevator,  119, 
126 ; of  orbicularis,  119,  158 ; convul- 
sive movements  of,  129 
Palpitation  of  heart,  section  on,  263, 
270;  sense  of  palpitation  in  epigas- 
trium, 270;  in  uterine  affections,  438 
Pallor  of  complexion  in  aummia,  13 ; of 
tongue,  321 
Palsy,  see  Paralysis 


Pancreas,  examination  of,  532 
Papilla  optic,  see  Optic  nerve 
Papuhe,  78 

I’aracentesis,  see  Tapping 
I’anesthesia,  154 

Paralbumen  in  ovarian  fluids,  367 
I’arametritis,  447,  454 
Paraplegia,  gait  in,  27,  169  ; definition 
of,  161 ; paralysis  of  bladder  and 
rectum  in,  175 ; reflex,  177 ; and 
hemiplegia  combined,  179  ; syi)hilitic 
disease  as  cause  of,  179 ; causes  of, 
180 ; hysterical  paraple  gia,  180 
Parotitis,  110 

Parovarian  cysts,  fluid  from,  367 
I’atheticus  (nerve),  156 
Pavy’s  copper  test  solution  for  sugar, 
379 

Pear-shaped  cells  in  ovarian  cancer, 
368 

Pectoriloquy,  481 
Pediculus  pubis  (Fig.  19),  87 
Pelvic  cellulitis,  449 
Pelvis,  symptoms  referred  to,  434 ; pain, 
436  ; examination  of,  interiorly,  443 
Pelvic  inflammations,  454 
Pelvi-peritonitis,  333 
Pemphigus,  79, 83 
Penis,  see  chajiter  xiv.,  421 
Percussion,  dulness  in  ascites  (Fig.  40) 
358  ; dulness  from  great  distension  of 
bowel,  359 ; dulness  in  ovarian  dro])sy 
(Fig.  41),  360 ; pulmonary,  469  ; 
tympanitic  and  dull,  470;  cracked- 
l>ot  sound,  472 ; area  of  normal  per- 
cussion of  heart,  liver,  and  spleen 
(Fig.  69),  486;  decrease  of  cardiac 
dulness,  491 ; increase  of  same,  491 ; 
displacement,  492 ; in  thoracic  aneur- 
ism, 511 ; abdominal  aneurism,  539  ; 
auscultatory  iiercussion,  520 
Pericardium,  effusion  into  (Fig.  71), 
493 ; ]iericardial  murmurs,  507 
Perichondritis,  laryngeal,  311 
Perihepatitis,  a cause  of  jaundice,  354 ; 

of  dropsy,  363 
Periodontitis,  347 

Peritoneum,  pain  and  tenderness  in, 
332, 3311 ; fluid  in,  357 ; inflammation, 
with  effu.rion,  361 
Peritonitis,  332 
Perityphlitis,  3.33 
Perimetritis,  333,  4.54 
Pernicious  anmmia,  14;  small  red  cells 
in  blood,  296 

Perspiration,  in  fevers,  23;  absence  of, 
in  diabetes,  23 ; in  wiry  and  corpu- 
lent persons,  23 
Pertussis,  278 
Petechia',  99,  103 
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Petit  mat,  186 

Petrosal,  branch  of  Vidian  nerve,  157, 
158 

Phantom  tumour,  539 
Pharynx,  paralysis  of,  159  ; catarrh  of, 
300  ; retro -pharyngeal  abscess,  304 
Phlegmonous  erysipelas,  102 
Phosphates,  precipitation  of,  on  heating 
urine,  fallacy  from,  383;  with  pus  in 
urine,  393  ; de])osits  in  urine,  408  ; 
“triple  ” (Fig.  60)  409  ; phosphate  of 
lime  crystals  (Fig.  61),  409 
Phtheiriasis,  83 

Phthisis,  atrophy  of,  10  ; physiognomic 
signs  of,  11 ; Aretseus  on,  17 ; phthisi- 
cal insanity,  240  ; bronchial  phthisis, 
279 ; simulated  hy  foreign  bodies  in 
bronchi,  281 ; of  larynx,  310 ; red 
line  on  gums,  347 
Photophobia,  152 
Photopsia,  151 

Phrenic  nerve,  electrical  excitation  of, 
223 

Phyma,  82 

Physical  diagnosis  or  i^hysical  signs 
(chapter  xvi.),  460 

Physical  examination  of  chest  and  ab- 
domen (chapter  xvi.),  460  ; of  lungs, 
460 ; of  heart,  483 ; of  abdomen,  513 
Physiognomy  of  disease,  1 (see  names 
of  special  diseases  in  index) ; references 
to  works  on,  32 

Pica,  318  (also  name  of  type  sometimes 
used  in  testing  vision) 

Pigeon-breast  (Fig.  65),  463 
Pigmentation  of  skin,  103 
Pimples,  78 
Pitting  in  dropsy,  355 
“ Pins  and  needles,’’  155 
Pityriasis,  80,  81,  83 ; j^ityriasis  rubra, 
81,  83  ; iiityriasis  versicolor,  104 
Plague,  glandular  affection  in,  110 
Plastic  rigidity,  190 
Play,  instinct  of,  30 
Plessor,  469 
Plethora,  15 

Pleura,  perforation  of,  as  cause  of  dys- 
pnoea, 267 ; pleuritic  stitch,  271 ; affec- 
tions of,  giving  duluess  on  percussion, 
471 ; obscuring  breath-sounds,  475  ; 
effusions,  disjdacing  heart,  494,  495 
Pleurosthotonos,  193 
Pleximeter,  469 

Pneumo-thorax,  as  cause  of  dyspnoea, 
267;  displacing  heart  and  mediasti- 
num, 494 

Pneumo-gastric  nerve,  159 
Polar  method  (electricity),  221 
Polariscope,  test  for  sugar,  382 
Politzer’s  bag  for  inflating  car,  137 


Polyopia  monocularis,  147 
Polymorphism  in  skin  diseases,  106 
Pompholyx,  79 
Pomphi,  78 

I’ons  Varolii ; pupils  in  haemorrhage 
into,  128 
Porrigo,  80 

Portal  vein,  obstruction  of,  causing 
dropsy,  3(J2 

Portio  Dura,  testing  of,  157 ; double 
paralysis,  27,  158 

Post-mortem  e.xaminations  (chap, 
xvii.),  541 ; instruments  and  method, 
541 ; chest,  544  ; heart,  547  ; lungs, 
548 ; abdomen,  .549 ; kidneys  and 
capsules,  550  ; spleen,  550 ; stomach, 
551 ; liver,  551 ; intestines,  552  ; pel- 
vis, 552  ; head,  553  ; brain,  554  ; 
spine,  556 ; post-mortem  examination 
in  private  houses,  557 ; preservation 
of  structures,  557 
Post-pharyngeal  abscess,  304 
Potain’s  tube  for  diluting  blood,  294, 
295 ; haimochromonietre,  297 
Powdered-wig  deposit  in  urine,  377 
Pregnancy,  hemiplegia  in,  179 ; con- 
vulsions in,  189 ; insanity  during, 
234  ; dysi^noea  in,  276 ; albuminuria 
in,  387 ; leucorrhoea  diiring,  434 ; 
diagnosis  of,  440 
Presbyopia,  130,  149 
Presystolic  murmurs,  500 
Priapism,  422 

Primary  battery  current,  209 
Primary  induced  current,  210 
Prinkling,  155 

Proglottides  of  tape-worms  (Fig.  35,  36), 
338,  339 

Progressive  locomotor  ataxy  and  pro- 
gressive labio-glosso-laiyngeal  paraly- 
sis, see  Ataxy  and  Glosso-labial 
paralysis 

Protoplasm,  minute  fragments  in  blood, 
296 

“Prune-juice”  expectoration,  286 
Prurigo,  79,  83 ; pruriginous  eruption 
(note),  79,  85 
Pruritus,  83,  85 
Psoriasis,  81,  83 

Pseudo-hypertrophic  muscular  jiaraly- 
sis,  165 

Ptosis,  119,  126 
Puberty,  mania  of,  232 
Puerile  breathing,  475,  476 
Puerperal  state,  convulsions  in,  189 ; 
albuminuria  in,  387 

Puerperal  fever  and  erysipelas,  tem- 
perature in,  56  ; connection  between, 
102 ; joint  affections  in  puerperal 
state,  116 
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Pulmonary  _ artery,  embolism  and 
thrombosis  of,  2li7 ; aneurism  of,  a 
cause  of  hasmoptysis,  287 ; visible 
pulsation  in,  489 ; area  of  murmurs 
connected  with,  500 
Pulsation,  audible,  154  ; visible  in 
arteries,  66 ; in  epigastrium,  271,  489; 
in  abdomen,  517 ; from  abdominal 
aorta,  271,  489  ; from  right  ventricle, 
489  ; at  base  of  heart,  489;  from 
auricles  and  pulmonary  artery,  490  ; 
in  vessels  of  neck,  490;  in  thorax 
from  aneurism,  493,  511 ; pulsating 
tumour,  511, 513,  (see  also  Apex-beat) 
Pulse,  works  on,  50 ; frequency  of,  61 ; 
pulse-rate,  62  ; influence  of  move- 
inent,  food  and  stimulants  on,  62 ; 
diurnal  range  of,  62;  comparison  with 
temperature,  63;  strength  of,  63; 
ratio  to  respiration,  63  ; effect  of,  ab- 
normal division  of  vessels  on,  63 ; 
different  on  two  sides,  63,  64;  not 
synclironous  on  two  sides,  64 ; 
rhythm  of,  64 ; intermission  and 
irregularity  of,  64,  271,  272  ; signifi- 
cance of,  65;  tracing  of,  70;  dicro- 
tous,  65 ; tracing  of,  68 ; hyper- 
dicrotous  pulse,  tracing  of,  68  ; pulse 
of  unfilled  arteries  (aortic  regurgita- 
tion), 65 ; thrill  in  pulse,  66  ; healthy 
pulse  (tracing),  68 ; various  diseases 
(tracings),  68-70 ; inequality  on  two 
sides  (tracing),  69;  senile,  rigid 
artery  (tracing),  69;  pulse  in  Bright’s 
disease  (tracing),  70;  increased  ten- 
sion, 70;  sense  of  throbbing  in  i>ulses, 
271 

Pulse  wave,  parts  of  (tracing),  67 
Pupils,  contracted  in  fevers,  24  ; dila- 
tation and  contraction  of,  126  ; in- 
equality of,  126,  249  ; irregularity  of, 
127;  variations  in  size  of  both,  dilata- 
tion and  contraction,  127  ; sensitive- 
ness to  light,  127,  128  ; oscillation  of, 
129  ; artificial,  127,  147 
Purging,  see  Diarrhoea 
Purpura,  83,  103 ; purpura  rheumatica, 
117 , hnemorrhages  in,  291 
Purring  tremor,  493 
Pus-casts,  399 

Pus,  in  sputum,  283 ; profuse  expecto- 
ration of,  284;  vomited,  328;  in 
motions,  337  ; in  the  urine,  393  ; pus 
cori)uscles  (Fig.  45),  394 ; test  of  pus 
by  liquor  potassre,  393 ; significance 
of  pus  in  urine,  396 

Pustul:e,  80 ; malignant  pustule,  blood 
in,  297 

Pyiemia,  temperature  in,  54 ; joints 
affected,  116 ; idioiiathic,  117 


Pyelitis,  396 
Pyonephrosis,  395,  396 
Pyrexia,  the  class  pyrexiae,  18 ; general 
signs  of  pyrexia,  50,  70 ; rise  and 
duration  of,  56,  58;  clinical  signifi- 
cance of  pyrexia,  72 
Pyromania,  242 
Pyrosis,  329 
Pyuria,  393 

Quetelet,  on  growth  of  infant,  29 
Quinine,  a cause  of  tinnitus,  154 
Quickening,  442 

Rilles,  pulmonary,  477;  sonorous  and 
sibilant,  478 ; bubbling  or  mucous, 
478;  crepitant,  479;  friction  nlle,  479 
Raimla,  321 

Rashes,  febrile,  73,  83,  91;  date  of 
appearance  of,  92 
Raving,  see  Delirium  and  Mania 
Reaction  of  urine,  374 
Recti,  muscles  of  eye,  123,  124,  125 
Rectum,  temperature  taken  in,  52  ; 
paralysis  of,  175 ; pains  in,  335 ; 
abscesses  opening  into,  337 ; exami- 
nation of  pelvic  organs  per  rectum,  446 
Red  blood  corpuscles,  see  Blood 
Reduplication  of  heart’s  sounds,  499 
Reflex  actions  in  par.alysis,  167,  168 ; 
reflex  paralysis,  177;  reflex  actions  in 
parai)legia,  180 

Regions,  anatomical,  in  case-taking,  .35, 
36 ; of  chest,  460  ; of  abdomen,  514 
Regurgitation  of  food,  329 
Relapses,  effect  of,  on  temperature,  60 
Relapsing  fever,  occasional  rash  in.  91, 
100 ; affection  of  joints  in,  113 ; 
bacterium  in  blood,  297 
Religious  fervour  in  insanity,  234 
Renal  tube-cast  and  epithelium,  see 
Tube-casts  .and  Epithelium 
Reporting  of  medical  cases,  33 
Reproductive  system,  in  case-taking,  38 
(see  ch.apters  xiv.  and  xv.) 

Residence,  importance  of,  in  case-taking, 
43 

Resonance  of  voice  in  auscultation,  481 ; 
of  observer’s  voice,  482;  of  heart’s 
sounds,  482 

Respiration,  muscles  of,  involved  in 
general  paralysis,  248;  number  of 
respirations  per  minute,  264 ; as 
indicative  of  dyspnoea,  265 ; sighing, 
suspirious,  Cheyne-stokes  respiration, 
275 ; “ cerebral  ” respiration  in  brain 
disease  and  fevers,  276 ; laborious, 
266,  276  ; movements  of,  thoracic  and 
abdominal,  466 ; movements  of  ab- 
domen and  abdominal  organs,  517 
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Eespiratoiy  munmir,  variations  in  1 
health,  474  ; weakened,  475  ; exag-  \ 
gerated  or  puerile,  47G;  jerky,  sigh- 
ing, 47G;  piolonged  expiration,  47G; 
bronchial  or  tubular,  477;  cavernous, 
477 

Respiratory  system,  in  case-taking,  38  ; 
chapter  ix.  on  disorders  of,  2G2 ; 
works  of  reference  on,  2G2 ; see  also 
chapter  xvi. , parts  1 and  2 
Retention  of  urine,  175 
Retina,  ophthalmoscopic  examination 
of,  133 ; haemorrhages,  exudations, 
&c.,  134;  hyperaesthesia  of,  152; 
haemorrhages  in,  291 
Retinitis,  pigmentosa,  151 
Retraction  of  one  side  of  chest,  465 
Retro-pharyngeal  abscess,  304 
Retroversion  of  uterus,  diagnosis  of,  449 
Rheumatic  gout,  rheumatoid  arthritis, 
rheumatic  arthritis.  111 
Rheumatism,  diathesis  of,  20 ; group  of 
allied  diseases,  47;  affection  of  joints 
in.  111  ; acute  rheumatism,  112 ; 
chronic  rheumatism,  113  ; quasi-rheu- 
matic affections  in  scarlatina,  113, 
116 ; in  relapsing  fever,  113  ; gonor- 
rhoeal rheumatism,  114 ; as  cause  of 
neuralgia,  183  ; allied  to  chorea,  197; 
electricity  in,  221 ; cause  of  insanity, 
239 

Rhinoscopy  in  aural  disease,  138 ; 
method,  313 ; when  called  for,  314  ; 
works  of  reference  on,  315 
Rhonchi,  see  RUles 

Rhythm  of  pulse,  64;  of  respiration, 
276;  of  respiratory  murmur,  476;  of 
cardiac  murmurs,  500,  508 
Rickets,  physiognomy  of,  20 ; precur- 
sory symptoms,  21;  Jenner  on,  21; 
cachexy  in,  22  ; tendency  to  convul- 
sions and  laryngismus  stridulus,  188, 
279 ; chest  in  (Fig.  66),  463 
Rigidity,  early  and  late  in  paralysis, 
166  ; plastic  rigidity,  190 
Rigors,  in  fever,  24 ; from  passage  of 
catheter,  24 ; in  jaundice,  353 
Ringworm  (see  Tinea  tricophytina),  83, 
89  ; of  nails,  107 

Rise  of  temperature,  manner  of,  56,  57 1 
in  relapses,  60 

Roberts  (Dr.  Wm.),  on  case-taking,  37; 
on  estimation  of  sugar  by  fermenta- 
tion, 381 ; on  estimation  of  albumen 
by  nitric  acid,  386 
Rotheln,  see  German  measles 
Rosalia,  see  German  measles 
Rose-spots,  100 

Roseola,  78,  83 ; exanthematica,  95  (see 
also  German  measles,  93  and  98) 


Round  worms,  338,  340 

Rubeola  notha,  see  German  measles; 

rubeola,  see  ileasles 
Running,  cause  of  dyspnoea,  269 
Rupia,  79,  80,  82,  83 
Russell  and  West’s  solution  of  hypo^ 
bromite  of  soda  for  urea  analysis,  417 
Rusty  spit  of  pneumonia,  285  ; absence 
of,  286 

S = Schliessung=  closing  of  cii-cuit  (elec- 
tricity), 219 

Salaam  convulsions,  168,  193 
Salivation,  320,  347 
Sand  in  urine,  see  Gravel,  Urine,  &c._ 
Sanders  (Professor),  on  case-taking,  35  ; 

form  recommended  by,  37 
Santorini,  cartilages  of,  in  larynx,  308 
Sarcina  ventriculi  (Fig.  31),  328 ; in 
urine,  causing  turbidity,  376 
Satyriasis,  233 

Scabies,  80,  83;  acanis  scabiei  (Fig.  18), 
84 

Scabs,  see  Crusts,  82 
Scales,  80 

Scarlatina  rash,  94 ; period  of  incuba- 
tion, 93  ; liability  to  second  attack, 
93 ; glands  in,  109  ; joints  in,  113, 
116 ; cause  of  chorea,  198 ; throat  in, 
300  ; tongue  in,  320 
Scarlatina,  albuminuria  in,  387 
Scirrhus,  83 
Sclereme,  357 
Scleroderma,  83 

Scratching  in  skin  eruptions,  85 
Scrivener's  palsy,  see  Writer’s  cramp 
Scrofula  (see  also  Struma),  cachexia  of, 
19 ; group  of  diseases  allied  to,  47 ; 
glands  in,  108 

Sculpture,  and  ideal  proportions,  10 
Scurvy,  103;  joints  pained  in,  117; 

h.Temorrhages  in,  291 
Scybala,  336 
Seborrhoea,  83 

Second  nerve,  see  Optic  nerve 
Secondary  induced  current,  210 
Sedatives,  use  of,  case-taking,  44 ; cause 
of  sleei>lessness,  203 
Sediments  in  urine,  377 
Semen,  emissions  of,  423  (see  also 
Spermatozoa) 

Senile  decay,  3 ; dementia,  251 
Sensation  common,  143 ; perversions  of 
154 ; affected  in  iiaralysis,  163 ; in 
insanity,  227,  242;  action  of  electricity 
on  nerves  of,  220 

Sense,  organs  of,  examinations  and  dis- 
orders of,  119  ; eye,  118 : ear,  136 ; 
nose,  139 ; taste,  140 ; touch,  143 ; 
sense  of  temperature,  146 ; muscular 
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sense,  147;  subjective  disorders  of 
special  senses,  147 

Seventh  nerve,  in  taste,  142;  “pars 
intennedia  ” of,  142 ; testing  of,  156  ; 
portio  mollis,  159 

Sexual  desire  (see  also  Venereal  excesses, 
JIasturbation,  &c.),  in  jiaralysis,  180, 
422 ; sexual  excesses  in  paralysis,  180, 
421 ; in  mania,  230 

Shaking  in  paralysis,  165,  167 : shaking- 
palsy,  167 
Sliingles,  79 

Shiverings,  in  fever,  24,  71,  74 ; from 
passage  of  catheter,  24 ; absence  of,  in 
children,  71 
Sibilant  r{lles,  478 
Sickness,  see  Vomiting,  321 
Siemens  and  Halske  battery,  208 
Sighing  respiration,  275,  476 
Sight,  see  Vision 
Sims’  speculum,  452 
Smee’s  battery,  208 
Size  of  body,  4 

Skin,  works  of  reference  on,  76  ; erup- 
tions, 76;  diseases  of,  classification, 
77  ; elementary  lesions  of  skin  (IVil- 
lan  and  Bateman),  78;  secondary 
changes  in  skin,  82;  Buchanan  and 
Anderson’s  classification  of  skin 
diseases,  83 ; functional  affections, 
parasitic,  syphilitic,  strumous,  febrile 
eruptions,  inflammations,  new  forma- 
tions, haemorrhages,  83;  constitutional 
disturbance  in  skin  diseases,  &c.,  84; 
cause  of,  86 ; staining,  pigmentation, 
and  discolouration,  103;  syphilitic 
eruptions,  106;  sensation  of  skin, 
variations  in,  143,  144,  154,  163 ; 
glazing  of  skin  in  anaesthesia,  146; 
perverted  sensation,  154 
Sleep,  effect  on  pulse,  62 ; tendency  to, 
in  paralysis,  194 ; various  disorders 
of,  202 ; disturbances  of,  204  ; undue 
tendency  to,  204  ; causes  of,  205 
Sleepiness,  undue,  204 
Sleeplessness  and  delirium,  100 ; in 
mania,  229 

Sleeplessness,  202 ; with  fever  and 
delirium,  203 ; in  intemperance,  203 
“Slender,”  6 

Smell,  sense  of,  tests  for,  130  ; loss  of, 
from  thickening  in  nose,  140 ; from 
facial  paralysis,  140 ; perversions  of, 
152 ; of  vomited  matter,  327 ; of 
motions,  341 

Smallpox  rash,  95  ; diagnosis,  06 ; period 
of  incubation,  93 ; liability  to  a second 
attack,  03 

Snellen's  test  t3rpes,  130 
Snoring  respinition  in  dyspnoea,  273 
(see  Stertor  in  paralysis,  194). 


“ Snufiles,”  140 
Solium  (see  Tc-enia),  339 
Somnambulism,  204, 

Sonorous  rales,  478 
Sooty  fluids  vomited,  327 
Sound,  uterine,  care  in  cases  of  sus- 
jjected  pregnancy,  440 ; use  of,  449 
Spare  habit,  10 
Sparks,  electrisation  by,  211 
Sj)asms  in  limb,  166;  in  writing,  175;  of 
bladder  and  rectum,  176;  carpo-pedal, 
191 ; in  legs  and  limbs,  191 ; in  region 
of  f.ace  and  neck,  192  ; histrionic,  192 ; 
tonic  in  various  parts,  193  ; of  deglu- 
tition, 194  ; of  glottis,  104,  273,  278, 
282 ; cardiac  spasm,  272 ; of  vocal 
cords,  312 

Spatula  for  tongue  depression,  208 
Specific  gravity  of  dropsical  fluids,  365  ; 
of  urine,  372 ; high  and  low  specific 
gravity  of  urine,  373 ; specific  gravity 
beads,  373 ; differential  densitymethod 
of  estimating  quantity  of  sugar,  381 ; 
estimate  of  solids  in  urine  from  spe- 
cific gravity,  381 

Sj)ectra,  151 ; spectral  illusions,  152 
Speculum,  auris,  138 ; vaginal,  use  of, 
451 

Speech,  affections  of,  in  paralysis,  171 ; 
in  idiocy,  171;  in  deafness,  171; 
affection  from  state  of  tongue,  321 
Sjiei'matorrhoea,  423 
Spermatozoa  in  urine,  402  (Fig.  52),  403 
Sphygmograph,  works  on,  50;  descrip- 
tion of  method  of  using,  66 ; sphygmo- 
graphic  tracing,  parts  of,  67 ; various 
tracings,  68-70 
Spinal-accessory  nerve,  159 
Spinal  cord,  disease,  178  ; causing  pain 
in  back,  207  ; galvanising,  222 
Spine,  hot  sponge  causing  tenderness, 
207 ; disease  of,  causing  paralysis, 
180 ; causing  pain  in  back,  207  ; ten- 
derness to  electrical  cuiTents,  221 
Spirilla  in  blood  in  relapsing  fever,  297 
Spirits,  use  of,  case-taking,  44 ; a cause 
of  cirrhosis  of  liver,  364;  (see  also 
Stimulants) 

Spirochrete  Obermeieri  in  relapsing 
fever,  297 
Spirometer,  468 
Spit,  see  Expectoration,  282 
Spitoons,  282 

Splashing  sound  in  auscultation,  480 
Spleen,  enlarged,  causing  dropsy,  364 ; 
physical  ex-amination  of,  527 ; en- 
larged (Fig.  85),  529 
Splenic  fever,  bacterium  in  blood,  297 
Splenic  leukaemia,  100 ; haemorrhages 
in,  202;  examination  of  blood  in,  293 
(see  Spleen) 
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Spores,  00 ; sporidia,  91 ; in  mould 
(Fig.  54),  403 ; in  yeast  (Fig.  55), 

404 

Sputum,  section  on,  see  Expectoration 
(282) 

Squamae,  80 

Squint,  120  ; see  Strabismus 
Stains  on  skin,  82 
Staggering,  27,  153,  1G9 
Staining  of  skin,  103 
Starch  granules,  in  vomited  matter, 
(Fig.  31),  328;  in  urine  (Fig.  56), 

405 

Startings  of  limbs,  229 

Static  electricity,  210 

Stature,  increase  in  infancy,  29 

Status  xiraesens,  35 

Stealing,  impulse  to,  242 

Stellar  crystals,  409 

Sterno-mastoid,  nerve  supply  of,  159 ; 

twitching  of,  193 
Stertor  in  pai-alysis,  194 
Stethograph,  468 
Stethometer,  468 

Stethoscope,  use  and  forms  of,  472  ; dif- 
ferential, 473,  496  ; Spencer’s,  473 
Stimulants,  habitual  use  of,  imporiance 
of,  in  case-taking,  43, 44 ; effect  of,  on 
pulse,  62 ; cause  of  delirium,  199 ; 
cause  of  sleeplessness,  203 
Stitch,  pleuritic,  271 
Stohrer’s  battery,  208 
Stokes  (Dr.),  on  myoidema,  11;  on 
Cheyne-Stokes  respiration,  275 
Stomach,  vertigo  from,  201;  (see  Vomit- 
ing, 321 ;)  pain  in,  323  ; dilatation  of, 
326j  328 ; casts  of  follicles  in  vomited 
matter,  329 ; acidity  of,  329  ; flatu- 
lence in,  329 ; physical  examination 
of,  533 

Stomatitis,  parasitic,  318;  vesicular, 
ulcerative,  gangrenous,  320 
Stools  (see  Motions,  335  ; and  State  of 
bowels,  .331) 

“ Stout,”  6 

Strabismus,  120  ; convergent,  divergent, 
alternate,  120  ; concomitant,  120, 121 ; 
paralytic  and  non-paralytic,  120, 121 ; 
connection  with  hypermetropia,  and 
myopia,  121 ; clinical  significance  of, 
125 

Strachan  (Dr.),  on  "play  ’’ 

Strangiiry,  medicines  as  causes  of,  392 
“ Strawberry  tongue,”  320 
Strength,  tests  of,  in  limbs,  165 
Stricture,  spasmodic,  of  oesophagus,  194 
Stridulous  breathing,  273,  278,  279,  280 
Strophulus,  79,  83 

Struma  (see  also  Scrofula),  cachexia  of, 
19  ; skin  diseases,  83 
Strychnia  poisoning,  193 


Stuttering  in  general  pai-alysis,  248 
Stupor,  in  fevers,  26 ; with  melancholy, 
245 ; see  also  Coma 
Sub-involution  of  uterus,  450 
Subjective  disorders  of  senses,  47 
Subsultus  tendinum,  25 
Succussion,  Hippocratic,  in  ausculta- 
tion, 48 

Sucking,  refusal  of  breast  by  infants 
in  dyspnoea,  266 

Sudamina,  in  enteric  fever,  101 ; erup- 
tion of,  101 

Suffocation,  see  various  sections  under 
Dyspnoea  and  Cough 
Suffusion  of  eyes,  119 
Sugar  in  urine,  378 ; copper  test — Trom- 
mer’s,  378 ; Felding’s  and  Pavy’s 
solution,  379  ; method  of  testing,  379  ; 
quantitative  determination  by  copper 
test,  380 ; fermentation  test,  380 ; 
torula  test,  381 ; quantitative  test  by 
fermentation,  381 ; estimation  by 
specific  gi’avity,  381;  Moore’s  test  with 
liquor  potassaj,  381 ; bismuth  test, 
382  ; polariscope,  382 
Suicidal  insanity,  242 ; importance  of 
ascertaining  suicidal  tendency,  259 
Sulphur,  rash  from,  89 
Sunstroke,  cause  of  paralysis,  195 ; of 
insanity,  231,  241 ; cause  of  vomiting, 
322 

Super-involution  of  uterus,  451 
Supinator  longus,  testing  of,  in  lead 
palsy,  181 

Suspirious  respiration,  275 
Swallowing,  see  Deglutition 
Sweating,  in  rickets,  21 ; in  fever,  23, 
70  ; unilateral,  71,  126 
Swimming,  sense  of,  see  Vertigo,  200 
Sycosis,  81 

Sympathetic,  affections  of,  126,  127 ; 
galvanising,  222 

Synchronous,  or  non-synchronous  pulse, 
64 

Syphilis,  cachexia  of,  22  ; history  of,  in 
case-taking,  43 ; syphilis  (skin),  83 ; 
eruptions,  106;  congenital,  106;  glands 
in,  108 ; bones  and  joints,  117 ; of 
larynx,  310  ; as  cause  of  hemiplegia, 
178  ; as  cause  of  neuralgia,  183 ; con- 
vulsions in,  188 ; and  insanity,  237  ; 
notched  teeth,  345 
Syphilophobia,  238 

Systems,  physiological,  in  case-taking, 
35,  36 ; details  of,  38 ; (see  also  under 
Nervous  systems,  &c.) 

Tabes  mesenterica,  causing  dropsy,  362 
Taches  bleuatres,  101 
Tache  cerebrale, 

Tactile,  sense,  tests  of,  and  distribution 
of,  143,  146 
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Tsenise,  various  forms  (Figs.  34,  38), 
339;  T.  mediocanellata,  (Fig.  34),  339 ; 
head  of  T.  solium  and  T.  mediocanel- 
lata, (Figs.  37,  38),  340;  proglottides, 
(Figs.  35,  30),  339 

Tait  (Dr.  Lawson),  on  myoidema,  11 
Tape-worms  (Fig.  34),  339 ; a cause  of 
insanity,  240 

Tapping,  abdominal,  importance  of 
emptying  of  bladder  beforehand, 
359 ; examination  of  fluids  removed 
by  tapping,  360 ; examination  of  ab- 
domen immediately  after  tapping,  300 
Tar,  rash  from,  89 

Taste,  testing  of,  140  ; smell  and  taste, 
141 ; affections  of,  142 ; in  general 
diseases,  143 ; perversions  of,  152  ; 
seventh  nerve,  157 

Teeth,  343  ; formula  of  milk  teeth,  343  ; 
disorders  of  first  dentition,  343;  second 
dentition,  formula  of  permanent 
teeth,  344  ; notched  (syphilitic)  teeth, 
(Fig.  39),  345  ; causes  of,  345 ; falling 
out  of,  340  ; grinding  teeth,  340 
Tempenaments,  2;  “insane  tempera- 
ment,” 231,  237 

Temperature  of  body,  50 ; works  on, 
50 ; time  of  day  for  taking,  53,  54 ; 
normal  and  abnormal  temperatures, 
table  of,  55  ; diurnal  range  in  hectic, 
54 ; manner  of  rise  and  duration  of 
elevation,  56 ; rapid  rise  of,  in  certain 
diseases,  57  ; gradual,  57  ; decline  of, 
date  and  manner,  58 ; fall  of,  fal- 
lacies in  judging,  59 ; fall  before 
death,  00 ; in  complications  and 
relapses,  00 ; of  convalescents,  01 ; 
comjiarison  with  pulse,  61 ; in  enteric 
fever  and  meningitis,  01,  03 ; very 
high  and  very  low  temperature,  55 ; 
hyper-pyretic  and  coUapse  tempera- 
tures, 55 ; diagrams  of,  50 ; sense  of 
temperature,  140 ; galvanism  to  im- 
prove heat  of  limbs,  223 ; not  much 
elevated  in  mania,  230,  256 
Tendency,  morbid,  2 
Tendons,  starting  of,  at  wrist,  25 
Tenesmus,  335 
Terrors,  night,  204 
Tetanic  contraction  (electricity),  219 
Tetanus,  193 
Tetany,  191 
Thallus,  91 

Thermic  effects  of  electricity,  211 
Thermometer,  clinical,  51 
“Thin,”  6 

Thiril  nerve,  paralysis  of,  124, 126, 127  ; 

testing  of,  150 
Thirst,  318 
Thorax,  see  Chest 
Thread  worms,  (Fig.  32),  338 


Thrill,  vocal,  481 ; cardiac,  493 ; aneu- 
rismal,  511 

Throat,  irritation  and  disease  of,  causing 
cough,  280 ; catarrh  of,  300 ; in  scarla- 
tina, 300 ; in  diphtheria,  301 ; ulcera- 
tion in,  302  ; phlegmonous  inflamma- 
tion, 302 ; tonsillitis,  302  ; syphilitic 
affection  of,  303 ; destruction  of 
tissue,  303;  retro- pharyngeal  abscess, 
304  ; books  of  reference  on,  315 
Thrombosis  of  cerebral  vessels  in  hemi- 
plegia, 178  ; and  in  chorea,  198  ; of 
portal  vein,  303 
Thrush,  see  Muguet 
Thudicum  on  analysis  of  renal  calculi, 
411 

Thumbs,  inversion  of,  191 
Thyroid,  fulness  of,  119 
Tic  (see  neuralgia  of  fifth  nerve,  182, 
150) ; convulsive  tic,  193 
Tinea  favosa,  83,  89,  90  ; tricophytina 
(circinata,  tonsurans  sycosis),  83, 
89  (Fig.  21),  91;  versicolor,  83  ; decal- 
vans,  83 
Tingling,  155 

Tinnitus  aurium,  153  ; in  paralysis,  194 
Tobacco,  use  of,  importance  of,  in  case- 
taking, 43 

Tongue,  in  fever,  24  (see  also  Taste,  140), 
tactile  sense  of,  142 ; temperature 
under,  52;  nervoussupply  of  lingualis, 
158 ; of  extrinsic  muscles  of,  100 ; ])ar- 
alysis  of,  100 ; quivering  of,  167 ; ulcer 
on  frenum  in  pertussis,  279  ; tongue- 
depi’essor,  298 ; state  of,  section  on, 
318  ; inflammation  of,  321 ; hardness 
and  iiodulation,  321  ; pallor,  lividity, 
coldness,  ecchymosis,  321  ; fur  or 
coating  on,  318 ; white  patches  of 
muguet,  319 ; discolouration  of,  319  ; 
dryness,  319  ; cracks  and  hacks,  320  ; 
red  raw  tongue,  320  ; desquamation 
of  epithelium,  320 ; strawberry 
tongue,  320 ; enlarged  papiUa;,  320; 
blisters,  aphthje  on,  330  ; swollen  as- 
pect of,  320  ; swellings  under,  321 
Tonic  convulsion,  186  ; spasms,  193 
Tonsils,  catarrh  of,  300 ; tonsillitis, 
302  ; chronic  inflammation,  303 
Tophi,  116 

Torticollis,  see  W'ry-neck 
Torula  cerevesiaj  in  vomited  matters, 
328  ; in  diabetic  urine,  381 
Torula  in  urine  (Fig.  55),  404 
Touch,  see  Tactile  sense,  143 
Trachea,  affections  of,  giving  rise  to 
cough,  280,  281;  foreign  bodies  in,  281 
Tracheal  respiration,  477 
Trance,  mesmeric,  195 
Trapezius,  nerve  supply,  159;  twitch- 
ing of,  193 
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Trapp’s  formula  for  estimating  solids 
in  urine,  381 

Tremors,  in  paralysis,  166,  168 ; in, 
delirium,  199 ; in  general  paralysis, 
248  ; cardiac  tremor,  purring  tremor, 
493 

Tricophyton,  tonsurans  (Fig.  21),  91 
Tricuspid  murmur,  area  of,  506 
Trifacial,  156 
Trigeminal,  156 
Trismus,  193 
Trochlearis  (nerve),  156 
Trommer’s  test  for  sugar,  378 
Tube-casts  (renal),  significance  of,  in 
bloody  urine,  392  ; in  purulent  urine, 
395 ; how  to  examine  for,  396 ; various 
kinds  of,  397  : hyaline,  waxy,  epi- 
thelial, granular,  fatty,  (Figs.  46,48), 
397,  399  ; blood-casts,  pus-casts,  399  ; 
significance  of  tube  casts  of  various 
kinds,  399 ; absence  of  casts  in  some 
cases  of  albuminuria,  400 
Tubercles,  in  choroid,  134 
Tubercula,  81 
Tubular  respiration,  477 
Tumours,  of  brain,  cause  of  paralysis, 
179  ; abdominal,  causing  dropsy,  &c. , 
360,  305  ; in  larynx,  312  ; (syphilitic 
in  larynx,  311)  ; uterine,  451 ; pulsa- 
ting tumour,  511 ; localities  of  ab- 
dominal tumours,  540  ; (see  various 
organs.  Liver,  Spleen,  &c.) 

Tuning  fork,  test  of  hearing,  136 
Twitchings  of  muscles  of  face  and 
neck,  193 ; twitching  or  choreic 
movements,  196 
Tympanites,  330,  535 
Tympanum,  membrana  rirpturcd,  137  ; 

state  of,  138;  suppuration  in,  138 
Types,  in  testing  vision,  130 
Typhoid,  meaning  of  word,  25  ; typhoid 
delirium,  25 ; (typhoid  fever,  see 
Enteric) 

Typhomania,  25 

Typhus  fever,  period  of  incubation, 
93 ; liability  to  second  attack,  93 ; 
rash,  98  ; as  a cause  of  insanity,  241  ; 
mistaken  for  mania,  257 
Tyrosine  in  urine,  411,  412 

Ulcer,  on  frenum  lingua3  in  pertussis, 
279 

Ulcerations  (in  skin),  82,83;  of  throat 
in  scarlatina,  301  ; in  throat  of 
various  kinds,  302 

Umbilical  region  and  contents,  514  ; 
tumours  in,  540 

Umbilicus,  position  and  colour  of,  516 
Unconsciousness  in  paralysis,  163,  194  ; 
in  fits,  187  ; in  hysteria,  190  ; causes 
of,  195,  see  also  Coma 


Unilateral  convulsions,  166  ; in  apha- 
sia, 174  ; see  also  Hemiplegia 
Unsteadiness  in  paralysis,  167  : affect- 
ing writing,  174 

Urates,  of  soda  in  joints,  116  ; urates 
in  urine,  377  ; precipitation  of  urates 
by  nitric  acid — fallacy,  384 ; deposits 
in  urine,  407  (Figs.  5^  59),  407 
Uraemia,  coma  in,  195  ; convulsions, 
188,  189 ; sleepiness  in,  205 ; danger 
of  opium  in,  205  ; headache  in,  207 
Urea,  detection  of,  in  fluids  removed  hy 
tapjnng,  366  ; nitrate  of  urea  on  add- 
ing nitric  acid  to  urine,  385  ; estima- 
tion of  quantity,  415 ; Liebig’s 
method,  415 ; method  by  hjq)0- 
bromite  of  soda  solution,  417 
Ureter,  eijithelium  from,  401 
Urethra,  pain  in,  420,  438 ; discharges 
from,  423 

Uric  acid  in  blood,  115 ; in  urine  as 
gravel,  377 : precipitation  of,  by 
nitric  acid  in  urine,  385 ; deposits  in 
ui'ine,  404  (Fig.  57),  406 
Urinary  system,  in  case-taking,  38 ; 
chapter  xiii.,  on  urine  and  \irinary 
symptoms,  369  ; (see  Urine  for  details) 
Ui’ine,  temperature  taken  of,  53  ; reten- 
tion and  incontinence  of,  from  paraly- 
sis, 175;  passing  urine  in  bed  at  night, 
176 ; filaria  sanguinis  hominis  in  chy- 
luria,  297;  jaundiced,  350;  detection 
of,  in  abdominal  fluids,  366;  examina- 
tion of  urine  and  urinai-y  symptoms 
(chapter  xiii.),  369;  works  of  refer- 
ence on,  369 ; routine  examination  of, 
370 ; samples  to  be  selected,  370 ; 
quantity  passed,  371 ; specific  gravity, 
372 ; reaction,  374 ; acid  fermenta- 
tion of,  374  ; alkalinity  from  decom- 
position, 374 ; obvious  characteristics 
and  naked  eye  appearances,  375 ; 
colour,  clearness,  375;  white,  376; 
milky,  376 ; turning  thick,  376 ; 
resembling  porter,  376 ; turbid  and 
smoky,  376  ; blood  colour,  376  ; very 
red,  pale,  and  black,  376  ; blue,  377; 
bad  smell,  377;  gas  with  urine,  377; 
shreds  with,  377;  gravel  and  sedi- 
ments, 377;  glairy  matter  in  leucor- 
rhciea,  378 ; coagulation  from  chyle, 
378;  sugar  in  urine,  378:  copper  test, 
Trommer’s,  378;  Fehling’s  andPavy’s 
solution,  379;  quantity  of  sugar  by 
copper  test,  380 ; by  fermentation 
test,  380  ; torula  test  for  sugar,  381 ; 
quantity  estimated  by  fermentation, 
381;  by  sp.  gr.,  381;  Moore’s  test 
for  sugar,  381;  bismuth  test  for  sugar, 
382  ; polarisco]ie,  382 ; albuminuria, 
382  ; tests  for  albumen,  382  ; test  by 
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heat,  383 ; by  nitric  acid  in  cold, 
384 ; quantitative  estimation  of  albu- 
men, 385;  significance  of  albuminuria. 
38G : blood  in  urine,  389 : blood 
corpuscles  (Fig.  44),  390  ; guaiac 
test  for  blood,  391 ; significance  of 
hiematuria,  391 ; i>us  in  urine,  393 ; 
pus  corpuscles  (Fig.  45),  394 ; liquor 
potassa)  test  for  pus,  393 ; significance 
of  pyuria,  39(5 ; renal  tube-casts,  39G ; 
how  searched  for,  397  : various  kinds 
of,  397-399  (Fig.  4G-48) ; significance 
of  casts,  399 ; epithelium  in  ui’ine, 
400  ; renal,  vesical,  &c.  (Figs.  49  and 
50),  401;  vaginal  epithelium  (Fig.  51), 
403 ; spermatozoa  (Fig.  52),  403 ; 
mould  (Fig.  54),  403 ; vibriones  (Fig. 
53),  403 ; fungi,  403 ; yeast  fungus 
(Fig.  55),  404  ; foreign  matters  in, 
403  (Fig.  5G),  405  ; crystalline,  amor- 
phous deposits,  404 ; significance  of 
these,  411 ; uric  acid  deposits,  404 
(Fig.  57),  40G,  411 ; urates  or  lithates 
(Figs.  58,  59),  407,  411 ; phosphates, 
408  (Figs.  GO,  61),  409,  412  ; ox.alates 
(Fig.  62),  410, 411 ; analysis  of  calculi, 
412 ; bile,  413  ; biliai-y  acids,  414  ; 
chlorides,  414 ; estimation  of  urea, 
415  ; complaints  as  to  urinary  symp- 
toms, 419 
Urinometer,  373 
Uro-hrematine,  384 
Urticaria,  78  ; factitious,  78,  83 
Utenis,  disease  of,  a cause  of  insanity, 
233 ; defect  of,  a cause  of  amenor- 
rhoea,  428  ; liKmorrhagc  from,  430  ; 
disorders  of,  causing  dysmenorrhoea, 
432;  gravid,  440,  442;  examinations 
per  vaginam,  443  ; points  attended  to 
in  examining,  444 ; flexions,  447 ; 
state  of  cervix,  447  ; displacements, 
449, 450  ; use  of  sound,  449 ; constric- 
tion of  cervix,  450 ; depth  of,  450  ; 
connections  of  tumours,  451  ; subin- 
volution, 450  ; hyper-involution,  451 ; 
examination  by  speculum.  452 ; pelvic 
inflammations,  perimetritis,  &c.,  454  ; 
haimatocele,  45G  ; carcinoma,  456  ; 
f(jetid  discharge  from,  457,  458 ; see 
also  Menstruation,  Dysmenorrhoea,&c. 
Uvula,  paralysis  of,  156,  157,  158; 
elongateil,  causing  cough,  280 ; 
examination  of,  changes  in,  299 ; 
catarrh  involving,  300 

V.  D.  =Ventricular-diastolic 
V.  S.  = V entricular-systolic 
Vaccinia,  79 
Vagabondismus,  104 
Vagina,  temperature  taken  in,  53 ; as 
compared  with  axilla  in  collapse,  60 ; 


scaly  epithelium  from,  in  urine  (Fig. 
51),  402 

Vaginal  examinations,  443 ; in  preg- 
nancy, 442  ; when  such  demanded, 
443  ; mode  of,  444  ; indications  from, 
446 

Vaginismus,  446 

Valsalva’s  method  of  inflating  ear,  1.37 
Valvular  murmurs,  rhythm  of,  500; 

area  of,  505  ; tabular  view  of,  508 
Vapours  irritating,  causing  cough,  280 
Varicella,  79,  96 ; period  of  incubation, 
93  ; liability  to  second  attack,  93 
Variola,  80,  95 
Varix,  83 

Vena  poi’tw,  see  Portal  vein 
Venereal  disease,  history  of,  in  patients, 
42 


Venereal  excesses(see  also  Sexual  desii-e. 
Masturbation,  kc.),  history  of,  in 
patient,  44  ; cause  of  paralysis,  180, 
421 ; and  insanity,  234 ; a cause  of 
general  paralysis,  250;  cause  of  im- 
potence, 421 
Ventricle  of  lai-ynx,  308 
Ventiicular- diastolic  mui-mur  (Fig.  77), 
502 


Ventricular-systolic  murmur  (Fig.  70), 
501 

Verruca,  82,  83 

Vertebrae,  abscess  in  front  of,  pointing 
in  throat,  304 

Vertigo,  monocular,  148;  in  ocular 
paralysis,  148  ; in  aural  disease,  139, 
153  ; in  paralysis,  194 ; varieties  and 
causes  of  vertigo,  200;  stomachal, 
201 ; warning  of  paralysis,  201 

Vesication  in  erysipelas,  102 

Vesicuhe,  79 

Vesicular  murmur,  see  Respiratory  mur- 
mur 

Vitiligo,  82,  83,  105 

Vibices,  103 

Vibriones  in  urine  (Fig.  53),  403 

Vicarious  menstruation,  286 

Vienna  test  for  ims  in  urine  (liquor 
potassa)),  393 

Viscera,  thoracic  in  situ  (Fig.  81),  505 ; 
abdominal  (Fig.  83),  515 

Vision,  acuteness  of,  130 ; field  of 
vision,  131 ; subjective  disorders  of, 
147  ; double,  147  ; eiToneous  estimate 
of  position  of  objects,  148 ; forward 
displacement  of  image,  148 ; confu- 
sion of  lines  in  reading,  149  ; motes, 
150  ; hemiopia,  151 ; tt.ashes  of  light 
and  colour,  151 ; colour-blindness, 
L51 ; yellow  vision,  151 ; dimness  of, 
152  ; importance  of  sight  in  balancing 
in  ataxy,  176 

Vitreous,  opacities  in,  150 
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Vocal  cords,  examination  of,  307 ; par- 
alysis and  spasm  of,  312 ; vocal  reson- 
ance, 481 

Voice,  alterations  of,  in  laryngeal 
disease,  312  (see  also  Speech, 
Hoarseness);  resonance  and  fremitus, 
481 ; alterations  in,  481 
“Voices ” heard  by  the  insane,  242, 246 
Volta-dynamic  instruments,  209 
Voltaic  battery  or  ])ile,  208 
Vomiting,  character  of  vomited  matter 
326 : of  blood,  327 ; fsecal,  327  ; 
coffee-grounds,  327 ; of  bile,  pus, 
worms,  &c.,  328;  microscopic  examin- 
ation of  vomited  matters,  328 ; sar- 
cinte  (Fig.  31),  328 ; fermentation, 
odour  of,  327  ; various  causes  of,  321 ; 
Ijreliminary  symptoms,  322 ; influence 
of  posture  on,  323;  pains,  &c.,  asso- 
ciated with,  323 ; pain  in  stomacli 
with,  323 ; “ causeless,”  324;  vomiting 
and  headache,  324  ; pain  in  back  and 
vomiting,  324 ; disorder  of  bowels 
with  vomiting,  324  ; from  irritation 
of  fauces,  324 ; with  coitghing,  325 ; 
from  uterine  disorder  and  i^regnancy, 

325  (see  also  chapter  xv.,  passim) ; 
from  renal  disease,  325  ; from  biliary 
disorder,  325;  oesoiihageal,  325;  vom- 
ited matters,  326;  quantity  vomited, 

326 

"Walking,  manner  of,  in  general  x>ar- 
alysis,  26 ; in  hemiplegia,  27 ; in 
paraplegia,  27 ; in  locomotor  ataxy, 
27 ; in  drunkenness,  27 ; in  apojdexy 
and  cerebellar  disease,  ^ ; unsteadi- 
ness, tremor  in,  167;  hurrying  forward, 
168 ; testing  of,  168  ; deficiency  from 
idiocy,  169  ; lateness  in  rickets,  169 ; 
in  various  forms  of  x)aralysis  and  ataxy, 
169 ; relation  of  sight  to,  170 ; affec- 
ted in  general  paralysis,  248 
Wart,  82 
Water-brash,  329 

Watery  discharge  from  ears,  137  ; from 
womb,  435 

Wavy  respiration,  476 
Wax  in  ear,  137 
Waxy  tube-casts  (Fig.  46),  398 
Weber’s  test  of  sensation,  144;  caaitions 
in  applying,  145;  table  of  relative 
sensibility,  145 

Weeping,  in  paralysis,  163,  (see  Emo- 
tions) ; in  hysteria,  189 


Weight,  sense  of,  147 
AVeight  of  body,  4 ; loss  of,  4 ; varia- 
tions from  time  to  time,  5 ; according 
to  height  (table),  6 ; excessive  and 
defective,  8;  increase  in  infancy,  29 
AA^etting  the  bed,  176 
AVheals,  78 

AA''heezing  sounds  in  dyspnoea,  274 ; in 
auscultation,  478 
AA^'liirling,  sense  of,  200 
AA’hisper,  voice  reduced  to,  312 
A\’'histling  sounds  in  dyspnoea,  274;  in 
auscultation,  478 
AA^iite  patches  of  skin,  105 
AA’'hite  blood  cori)uscles,  see  Blood ; 

white  blood,  see  Leukaemia 
AA''hite  discharge  (“whites”),  see  Leu- 
corrhcea 

AVhooping  cough,  378  ; resemblance  of 
bronchial  jjhthisis  to,  280;  vomiting 
in,  325 

AA'illan  and  Bateman,  78 
“AViry,”  6 

AA'omb,  see  Uterus;  haemorrhages  from, 
see  Metron-hagia 

AA'"omen,  disorders  i)eculiar  to  (chai)ter 
XV.),  425 

AA^'orms,  vomited,  328 ; in  motions,  338 
(Figs.  32,  38) 

AVrisberg,  cartilages  of,  in  larynx,  308 
AYrist,  spasm  of,  in  infancy,  191 
“ AAVist-drop,”  27,  181 
AYriter’s  cranij),  174 
AYriting,  power  of,  in  aphasia,  172 ; 
tests  by,  in  aphasia,  173 ; power  of 
writing  affected  in  various  ways,  174; 
cramp  in,  174;  test  by,  in  insanity, 
249,  259 
AAVy-neck,  192 

Xanthopsia,  151 
Xeroderma,  81 

ATawning,  automatic  movements  dur- 
ing, in  hemiplegia,  166 
Yeast,  see  Torula  cerevesire;  yeasty  vom- 
ited matters,  328 ; test  for  sugar  by, 
380,  381 

ATellowness  of  eye,  188 

Z=Zuckung.  contraction  of  muscle  (elec- 
tricity), 219 

Ziemssens,  motor  iroints  (electricitj'), 
212  (Figs.  23-28)  ; method  of  exciting 
phrenic  nerve  electrically,  223 
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